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Abstract
This paper analyzes the extent to which social class influences perceptions of 
health among Canadians and Americans. Self-rated health (SRH) is a valid predictor of 
morbidity and mortality, but what is not known is whether there are social class 
differences in the overlap between more objective indicators of health, such as the 
presence of disease or activity limitations, and subjective reports such as SRH. In this 
analysis I use the Joint Canada/United States Survey of health to assess whether, within 
categories of SRH, lower class individuals fare worse on objective health indicators than 
upper class individuals. I use cross-tabular analysis to assess group difference in rates of 
chronic illnesses (asthma, diabetes, and heart disease), difficulty with activities, and 
depression across levels of SRH, social class and nationality. Results indicate that 
regardless of perceived health status, lower-class individuals cite more health problems 
than upper-class individuals. Class differences exist in both countries, but are more 
exaggerated in the United States, a finding which is discussed in terms of its association 
with broader welfare state policies, including health care.
Keywords: Self-Rated Health, Self-Perceived Health, Socioeconomic Status, Social 
Class, Health Inequality, Canada, United States
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Chapter One: Introduction
Self-rated health is a dynamic measure that social scientists and other researchers 
use to assess health on its own and in combination with other health measures. It is 
quick, convenient, and reliable, yet in some ways problematic. One major critique of the 
measure is that our social location and experiences can have a profound impact on how 
we conceptualize our health. For example, research suggests that we use the health status 
of others as a frame of reference to gauge how we ourselves are feeling. It is not just the 
abstract “other” who we use in making this assessment, but rather people who are similar 
to us demographically (Angel and Thoits, 1987; McPherson, Smith-Lovin, and Cook,
' 2001). One’s social structural location in turn can provide various ways of understanding 
the ideas of health and what it means to be healthy. Studies have shown both qualitative 
and quantitative differences in perceptions of health by age, gender, race, and religion, 
among others (Kaplan and Baron-Epel, 2003; Jylha et al. 1998; Ferraro and Kelley- 
Moore, 2001; Musick, 1996). My thesis will build on existing research to examine 
differences in self-assessments of health by socioeconomic status and country.
The various groups that one belongs to, including one’s social class and 
geographic location, can play a part in how one comes to conceptualize and understand 
things like illness and disease. In much the same way that something like one’s 
conceptualization of marriage can differ depending on where and how one was raised, so, 
too, can the concept of health (Conrad and Barker, 2010). Lower-class individuals are 
more likely to die young and to have more health problems throughout their lives 
(Kawachi et al. 1997; Singh and Siahpush, 2006). This reality can thus govern how 
individuals conceptualize their own health status. If different social classes use different
1
criteria to evaluate their health, then a health concern that is worrisome for members of 
one social class may be downplayed in significance by members of other social classes 
(McFadden et al. 2009).
Social class and the social policy context within which an individual lives can 
also affect one’s ability to access the healthcare system. This thesis was in part inspired 
by a conversation I had with a friend of mine in Indiana back in 2009. “Kara” and I were 
both undergraduate students at the same university. Her father was absent from her life, 
and her mother worked in a lower-paying job that did not provide health insurance 
coverage. When I asked her how she managed when she got sick, she gravely responded, 
- “I don’t get sick.” Kara’s socioeconomic status defined her relationship to the healthcare 
system and what she can expect to get from it. Only in the case of a dire emergency 
would she access the healthcare system. Otherwise, she did the best she could to take 
care of herself and cope with any problems that arise.
Kara is certainly not alone—an estimated 19 million Americans were uninsured in
2009 (Gilmer and Kronick, 2009). State structure puts the burden of healthcare on the '
\
individual. With a few exceptions, insurance policies are provided by the employer and 
paid for by both the employer and the employee. Employers are not required to provide 
health insurance, and both the amount of coverage and the number of employers offering 
any type of coverage is on the decline (Chemew, Cutler and Keenan, 2005). In addition, 
the number of “underinsured”, meaning those with inadequate coverage, has skyrocketed 
since the 1990s, with the 2007 total estimated to be around 25 million (Schoen et al. 
2008). This is in contrast with the Canadian system, which provides citizens with basic 
coverage free of charge. Employers will sometimes offer supplementary coverage, but
2
taxpayers collectively pay for universal access to basic health care such as annual 
checkups, emergency room visits, and specialist visits so that the individual incurs no 
cost for these services.
These healthcare policies reflect back on more general welfare state policies. 
Welfare state systems in general are responsible for providing citizens with a proverbial 
safety net, ensuring that the state shares the risks for unexpected or otherwise major life 
events in order to reduce the burden on individuals (Esping-Anderson, 1990).
As a whole, in comparison to the United States, Canada shares a greater proportion of life 
course risks with its citizens, contributing more money to welfare programs such as 
unemployment insurance or family allowances. U.S. policies are relatively libertarian, 
offering minimal regulation on things like unemployment stipends, child support, and 
mandatory vacation (Olsen, 1994). These types of policies place a greater burden on the 
individual to look after him or herself; the state steps in only as a last resort once an > 
individual falls below the poverty threshold.
The welfare state plays a key role in determining the degree of income inequality 
through policies that redistribute wealth through taxation, Social Security, Medicare, or 
other public insurance programs (Harrington Meyer and Herd, 2007). Income inequality 
in turn plays an important role in health outcomes. While there are any number of factors 
that can bolster or suppress the relationship between income inequality and health at the 
individual level, at the population level higher amounts of income inequality mean higher 
rates of morbidity and mortality, particularly among those in the lowest echelons 
(Donkin, Goldblatt, and Lynch 2002). On a macro scale, studies using measures of 
inequality such as the Gini coefficient (a statistical measure of income dispersion), have
3
shown that income inequality has a modest but significant adverse effect on overall 
health outcomes (Kondo et al. 2009). Wilkinson (2005) posits that those at the bottom1 
face a number of psychosocial conditions that lead to stress and eventually to poorer 
health outcomes. In particular, lower-class individuals have much less control over their 
lives and they must cope with the strain and stigma of being poor. Others have argued 
that in addition to this, our self-esteem can suffer when we know that we are at the 
bottom (Marmot, 2004). Our desire to be competitive and our failure to meet societal 
standards contribute to the stress we already face (Wilkinson, 2005). This poor self­
esteem can also limit the extent to which we take care of ourselves, thus exacerbating 
health inequalities (Marmot, 2004). .
The reduction of income inequality alone cannot ensure that everyone stays 
healthy. Low socioeconomic status has a consistent, negative impact on health in spite of 
a country’s wealth or welfare state policies (Adler et al. 1993). This happens through a 
variety of different mechanisms. Having a higher income can allow individuals to live in
better-quality housing in safer neighborhoods. Greater resources can be used to buy
\
healthier foods as well as prescription medication. Education can promote literacy and a 
sense of learned effectiveness (Mirowsky and Ross, 2003). Learned effectiveness 
promotes individual responsibility by instilling the understanding that each person has the 
capacity to change his/her situation, and in terms of health, this can lead to the 
recognition of how current health decisions affect future outcomes. Well-educated 
individuals are thus better able to protect their health through the both the internal and 
external resources that education provides (Mirowsky and Ross, 2003). In addition, 
education can lead to the acquisition of jobs that provide better healthcare options. In
4
Ontario, for instance, the Ontario Health Insurance Plan, which is provided to all citizens, 
covers basic healthcare visits and procedures, but does not cover things such as optical, 
dental, and physical therapy. Employers will often provide supplementary health 
insurance to make up for this, but higher-paying jobs are significantly more likely to do 
so compared with low-paying jobs (Marshall, 2003). Similarly, in the United States, 
higher-paying jobs are much more likely to provide any type of health insurance 
(Ginsburg, 2008). Finally, in addition to being much less likely to offer (supplementary) 
health insurance benefits, jobs that pay very little and/or require very little education 
often do not provide the employee with much control over things such as hours, wages, 
and time off (Wilkinson, 2005). People in these positions may have multiple managers, 
so not only must they take orders from their boss, but from their boss’ boss, and on up. 
This severely limits autonomy, leaving little room for creativity or originality (Karmakar 
and Breslin, 2008). The limited autonomy in turn can lead to higher rates of stress, which 
then leads to higher rates of illnesses (Thompson and Prottas, 2006).
Thesis Overview
From existing research we know that socioeconomic status (SES) has an impact 
on health outcomes, and that this effect is magnified when a country has high levels of
A
income inequality. Other research has also suggested that location within the social 
structure can affect the way we conceptualize health. But what we are less clear about is 
how all of this fits together—how SES in conjunction with broader social policy context 
can shape the ways individuals come to evaluate their own health. This thesis attempts to 
fill in this gap by examining SES and evaluations of health across two different countries. 
Using data from the Joint Canada/United States Survey of health, conducted in 2002-3,1
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examine social class and country differences in the overlap between individual 
perceptions of health (self-rated health) and more objective measures of health such as 
the presence of chronic conditions and activity limitations. To do this I compare upper 
and lower-class Canadians and Americans who say they are in either poor or excellent 
health, and I look at the number and type of health problems each group has to see if 
there are any significant cross-group differences. In the following chapter, I review 
relevant literature on SES and health, income inequality, and SRH. I focus specifically 
on why SES and health are so inextricably linked, as well as some of the consequences of 
income inequality. I then look at what we currently know about SRH as well as how it 
can vary by social structural location. In Chapter 3 ,1 discuss my data set in detail and 
describe the sample I am using and how the analysis is conducted. In Chapter 4 ,1 
provide the results of this analysis, and in Chapter 5 ,1 summarize the findings, linking 
them back to previous literature. I lastly discuss some limitations of my study and offer 
some suggestions for future research.
Chapter Two: Literature Review
Introduction
This chapter begins with a discussion of how socioeconomic status (SES) can 
have an impact on health in general. In North America and worldwide, higher SES tends 
to correlate with better health outcomes. Individuals with more financial resources have 
a longer life expectancy, lower levels of stress, and are less likely to suffer from 
preventable diseases. On the other end of this spectrum, individuals with lower SES tend 
to die earlier, having endured poorer health throughout their lives (Donkin et al. 2002).
While this relationship between SES and better outcomes holds true regardless of 
country, there are many other factors that can strengthen or weaken this relationship, 
including welfare state policies, which I discuss in more detail below. Income inequality 
and relative depravity play a predominant role in explaining why health assessment can 
vary across different social classes and across country contexts. The idea behind these 
two concepts is that individuals appraise their social standing by comparing themselves to
those in similar cultural and economic circumstances. Greater income inequality is
\l
associated with higher rates of morbidity and mortality because it is often associated with 
a weak welfare state, and because individuals on the bottom end feel comparatively 
shortchanged relative to those at the top. A partial redistribution of wealth through 
welfare state policies can help minimize the imbalance in health outcomes between the 
rich and poor.
Self-rated health (SRH) is one way that social inequality and differential access to 
resources can manifest for individuals. Assessing SRH is commonly done in the social 
sciences, but some question its validity in terms of its ability to predict future health
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outcomes. Although it appears to be a rather robust measurement, research suggests that 
the way in which individuals make these assessments— who they compare themselves to 
and what they take into account—can vary by group. Studies are only beginning to 
analyze how individuals assess their health and the ways in which these assessments are 
affected by social structural location. " .
Socioeconomic Status and its Impact on Health
When looking at the causes of poor health and disease, many researchers choose 
to focus on proximal factors such as individual diet and exercise. However, these factors 
represent only a small part of the story. Innumerable studies have consistently shown that 
people with fewer resources have poorer health (Lynch et al. 2000; Wagstaff, 2002; 
Lorant et al. 2003). While individual diet and exercise are of great importance, they are 
not the only things that.influence health outcomes. Health is ultimately a social 
phenomenon. The decision and the ability to eat right and exercise are affected by a 
number of factors outside of an individual’s control. These factors must also get taken
into account when considering an individual’s propensity and capability for remaining
\
healthy.
Social conditions impact the availability of resources necessary to maintain 
health. In their now-classic article, Link and Phelan argue for looking at social 
conditions as a “fundamental cause” of disease. They argue for the need to contextualize 
risk factors, which means looking at what puts people at risk of having health problems in 
the first place. Link and Phelan claim that this means, “[using] an interpretive framework 
to understand why people come to be exposed to risk or protective factors and 
[determining] the social conditions under which individual risk factors are related to
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disease.” (1995:84-95) They use the example of AIDS education. It is obviously 
important to educate individuals about the risks of AIDS so as to prevent the spread. 
However, some individuals are better able to utilize this information than others. Some 
individuals, in spite of knowing about the dangers of AIDS and how to stop its spread, 
will still acquire it nonetheless. If we are better able to understand the circumstances of 
these individuals’ lives, we might be better able to help them in the future.
The fundamental cause theory puts forward the idea that SES itself is a major
'i '
contributor to and cause of poor health. As seen in Wilkinson and Marmot’s (2003) 
publication, the reasons behind this are less than clear cut. They outline no fewer than 
ten different socioeconomic-related factors that can contribute to poor health worldwide. 
Both income and education can contribute to other factors that in turn impact health. A 
low income can make it difficult to be able to consistently purchase healthy food, a 
condition known as food insecurity. Fewer financial resources also make it harder to find 
housing that is both safe and affordable. This can have consequences ranging from 
general health dangers (i.e. asbestos, cockroaches, and mold) to more abstract problems 
such as elevated levels of stress. Education is critical for future health outcomes because 
at the most basic level it promotes literacy and thus our ability to comprehend 
instructions, health warnings, and any other potential environmental dangers. In this way 
it is also associated with learned effectiveness, which promotes individual responsibility 
by instilling the understanding that each person has the capacity to change his/her 
situation. Education gives individuals the capability to make informed healthcare 
decisions and provides them with the resources necessary to foster good health 
(Mirowsky and Ross, 2003). Education also leads to the acquisition of better, safer jobs.
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Socalled “working class” jobs such as construction or manufacturing require little : 
education yet are far more dangerous than “desk jobs”, which often require at least a 
college degree (Karmakar and Breslin, 2008). Finally, both income and education as they 
relate to social class can affect the amount of control an individual has over his/her life. 
Things like job security and social support can make a big difference in future health 
outcomes. When individuals feel that their jobs are not secure, meaning they could be 
laid off at any time, stress levels are higher, as are rates of morbidity (Ferrie et al. 2002). 
Social support also can affect levels of stress. When individuals have strong social ties, 
they are less likely to be negatively impacted by a stressful event. They are also more 
likely to stay positive when times are relatively calm (Kawachi and Berkman, 2001). Job 
security and social support are both partially linked to SES through some of the : 
mechanisms described below (Farber, 2003; Glaeser, Laibson, and Sacerdote, 2002).
More proximal factors associated with SES and health include access to healthy 
and nutritious food. Food insecurity, or the inability to maintain an adequate healthy diet, 
happens in about 11 percent of American households and ten percent of Canadian 
households (Nord, Andrews, and Carlson, 2006; Che and Chen, 2001). The lack of 
adequate food means that food-insecure individuals have a lower nutrient intake and also 
a higher body mass index (Rose and Oliveira, 1997; Townsend et al. 2001). This 
paradoxical situation of less food but more weight occurs because energy-dense foods 
that Contain added fats and sugars are often more affordable than nutrient-dense foods 
like lean means and fresh fruits and vegetables (Drewnowski, 2004). These processed 
foods are often more filling, and thus more “economical,” at least in the short term. In 
the long term, they Can contribute to things such as diabetes, heart disease, stroke, and
10
obesity (Pollan, 2006). Not only does an inadequate diet lead to more health problems, it 
can also impede the management of existing problems. (Nelson et al. 2001). Thus, the 
problem of poverty and food insecurity has multiple consequences that reach beyond the 
limits of mere hunger.
In addition to food insecurity, a low income can also contribute to housing 
insecurity. Barring the multitude of problems faced by the perpetually homeless (for a 
good review, see Jencks, 1995), the constant threat of facing eviction from one’s home 
adds another level of stress to a situation that may be rather dismal to begin with (Bryant, 
2004). Low-income housing can sometimes come with environmental hazards such as 
asbestos, lead, cockroaches, and mold. It is also not uncommon to find that the heating 
and cooling systems function rather poorly (Hwang, 2001; Bryant, 2004). These housing
i -
conditions can contribute to future health problems like respiratory infections, lead 
poisoning, and asthma (Krieger and Higgins, 2002). Along with the more obvious direct 
health problems, housing can lead to health problems through indirect means. Excessive 
rent or rent that is simply too high can leave tenants without enough money to pay for 
other things such as quality foods, transportation, and other unexpected medical 
expenses. All of these, in turn, can lead to poor health. In addition to the housing itself, 
neighborhoods can play an important part in health outcomes. The literature on 
neighborhoods and health is quite expansive (for a more in-depth look, see Kawachi and 
Berkman, 2003), suffice to say that one’s location is important in terms of both physical 
safety and access to resources such as health centers and grocery stores.
Income is strongly correlated with education, and education in turn has its own 
direct effects on health. The most obvious way is through the promotion of literacy. At
■ ;
11
the most basic level, one needs to be literate in order to read instructions on medications, 
baby formulas, hazardous chemicals, etc. Those who are unable to comprehend these put 
themselves at a much greater risk of misusing them (Kalichman and Catz, 1999; Ronson 
and Rootman, 2004). A good education starts at an early age, and promotes cognitive 
development and social competence. It also sets the stage for future learning (Friendly, 
2006). Along this line of thinking, Mirowsky and Ross (2003) argue that education is a 
“root cause” of good health (pp. 26-31). It provides individuals with the knowledge and 
resources necessary to make informed healthcare decisions, and it teaches them how to 
solve problems. Even if a well-educated individual is facing economic hardships, s/he 
still has the expertise and the ability to make the best choices to improve their situation. 
The general cognitive skills that people develop through schooling offer a form of 
learned effectiveness. Well-educated people expect to have the capacity to change their 
situation, and they are able to do so through the both the internal and external resources 
that education provides.
Education matters a great deal in the acquisition of jobs that provide a physically 
secure environment as well as the opportunity for both promotion and to stay in one 
place. The quality of the job amounts to more than just its pay. Being an electrician or 
working on an assembly line might pay relatively well, yet they come with an added risk 
of injury. These manufacturing-type jobs are frequently relegated to individuals who do 
not have a university education (Lewchuk et al. 2003). In addition to the physical hazards 
faced on-the-job, working-class jobs often provide little security in terms of guaranteed 
hours, benefits, and time-off. Because these jobs usually require less education, finding a 
replacement for, say, an insubordinate worker is relatively easy as there is a large pool to
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choose from. These jobs are often the first to get cut when the economy is bad. Both job 
instability and unemployment are correlated with a higher risk of long-standing illness 
and poor mental health (Ferric et al. 2001).
An example of where this plays out is in rates of cardiovascular disease. When 
these rates first began to skyrocket in the 1960s and 70s, they were associated with men 
working in high-stressed, fast-paced jobs, such as lawyers or physicians (Russek, 1962). 
As time went by and as living standards increased across the board, this began to shift 
(Wilkinson, 2006). Research suggests that one of the key determinants of cardiovascular 
disease in addition to stress is job control, or how much say an employee has over what 
s/he must do. Jobs with little control, tend to be entry-level and require less education. 
Numerous longitudinal studies have shown a significant relationship between job stress, 
job control, and risk of death from cardiovascular disease (Bosma et al. 1997; Kivimaki 
et al. 2002; Kivimaki et al. 2006).
The lack of guaranteed hours and low pay can lead workers to take up multiple
jobs in order to make ends meet. This, too, can lead to elevated stress levels and stress-
\
related illnesses such as cardiovascular disease (Landsbergis, 2003). More time spent 
working also means that workers are more tired, thus increasing the already prevalent on- 
the-job injuries and can moreover lead to somatic illnesses such as migraines and 
stomach aches (Sparks et al. 1997). Additionally, people with multiple jobs and/or low- 
paying jobs are often unable to take time off due to concerns about losing a day or half a 
day’s wage. They may also fear retribution for being seen as lazy by their superiors 
(Tremblay, 2004). This can prevent them from seeing a doctor or from taking time off to 
take care of a sick child.
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One option for the latter scenario might be having a friend or relative take care of 
the sick child instead. This is one form of social support, and though not exclusively 
correlated with SES, people with low income and education typically have fewer friends 
with social capital (Glaeser, et al. 2002). Social capital can enable individuals to achieve 
certain things that would not otherwise be available through the use of personal 
connections (Coleman, 1988). Low social support and social capital can strongly affect 
general well-being and illness recovery (Kawachi et al. 1997). Social networks can 
provide access to resources such as money, doctors, and lawyers that individuals on their 
own might not be able to acquire. Social networks can also provide outlets for further 
social mobility. For example, a friend’s occupational position may be used to help secure 
a job (Lin, 1999). As networks are typically social class-dependent, they most often 
benefit those who are of higher SES (McPherson, et al. 2001). Studies show that those 
with less perceived social support are more susceptible to all sorts of negative health 
outcomes, ranging from mental disorders, to the common cold, to a higher risk of death 
from cancer (Kawachi and Bergman, 2001; Cohen et al. 1997; Kroenke et al. 2006).
The social support that friends and family are able to provide can be limited by 
financial constraints. These constraints can also restrict access to safe housing, healthy 
food, and proper healthcare. Education also plays a big part in terms of obtaining safe 
jobs that offer benefits, flexible hours, and a livable wage. All of these factors then can 
make for noticeable class differences in health outcomes. However, a low salary or a low 
level of education need not guarantee poor health. The broader social context within 
which one lives plays a role as well. Through the use of welfare state policies,
14
governments can help ameliorate some of these negative effects of social class and 
health.
The Welfare State
Though SES has a strong relationship with health, state policies can choose to 
help alleviate or ameliorate some of the inequalities in society by redistributing income 
from the top down through public programs, grants, pensions, or tax breaks. These 
offerings, collectively known as welfare state policies, assure some minimum standard of 
income, nutrition, health, housing, and education (Wilensky, 1975). For instance, to help 
with financial security in later years, many states offer pension funds for retired 
individuals. These funds are added to retirement benefits already accrued, and provide 
some form of income once an individual leaves the paid labor force. The state does not 
guarantee this money, however, so it, too, can be a function of social class.
Within Europe and North America, there are three broad classifications of welfare 
states that describe the degree and type of involvement a state offers— liberal, social- 
democratic, and conservative (Esping-Andersen, 1990). Liberal states are more “hands- 
o ff’ and place a high value on the capitalist free market. Risk is something delegated to 
the individual—the idea being that people should be held responsible for the decisions 
they make, not the government. This leads to a reduction in the overall number of 
services the government provides and the privatization of many more. Social-democratic 
states are much more involved in the lives of their citizens and play a big part in 
redistributing wealth. Instead of turning over responsibility for the prevention of life 
course risks such as poverty to the population, they actively try to reduce some of the 
inequalities generated by the free market. Whereas in market friendly states, risk-taking
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will cause some individuals to succeed and others to fail, in family-friendly states risk is 
spread throughout the socioeconomic spectrum. Social class differences are mitigated, 
ensuring that everyone, not just those at the top, will avoid serious social and economic 
repercussions should they fall on hard times. Conservative states fall somewhere in 
between the two, redistributing some risks, but perhaps not as many as some of the more 
family-friendly states (Arts and Gelissen, 2002).
Relative Inequality
By redistributing wealth and ensuring that everyone, including those at the 
bottom, has a proverbial “safety net” to protect them in hard times, welfare states can 
contribute to reducing overall levels of inequality. This is key because the level of 
inequality within a society plays a big role in terms of health and other social problems. 
Numerous studies have shown that in societies and areas with greater income inequality^ 
fewer people consider themselves happy, there is less trust, more violence, and more 
health problems (Alesina, Di Telia, and MacCulloch, 2004; Uslaner and Brown, 2005; 
Kawachi and Kennedy, 1997). '
Relative inequality, or relative depravity, is a measurement of where one stands in 
the social hierarchy relative to others (Kawachi and Kennedy, 2002). Michael Marmot 
(2004) discusses our natural tendency to want to be “above average” or on the higher end 
of the hierarchy. He cites an experiment where volunteers were told they could live in 
one of two societies. In the first society, the average income is $100,000 and the 
participant’s income would be $125,000. In the second society, the participant’s income 
would be $175,000, but the average income is $200,000. For both societies, the value of
16
a dollar is the same. Despite the fact that they would have more money in the second 
society, a strong majority of participants chose to live in the first.
Marmot explains that we are constantly comparing ourselves to our peers, and 
desire to be seen as “better”, but he does not explain why exactly our self-esteem can be 
so negatively affected when we know we are worse off than others. Wilkinson (2005) 
acknowledges that some of it has to do with the extra stress faced by those at the bottom. 
But there is more to it than that. He says that those with the lowest SES certainly have 
lower self-esteem and do feel more stressed, but they also feel that they are in a constant 
battle with society, and that their dignity as an individual is constantly being threatened. 
The stigma of having low social class status, particularly in societies with high levels of 
inequality, can lead to even more stress, and puts the individual in a place where s/he 
feels forced to defend his or her existence.
This lower-class stigma in part can help explain one of the many correlates of 
societies with high levels of income inequality—violence. Even after controlling for 
GNP, education, and level of urbanization, Fajnzylber, Lederman, and Loayza (2002)
v
found that rates of homicide and robbery were strongly positively correlated with income 
inequality, especially at cross-national levels. They cite the strain of living in a 
hierarchical society as one of the primary reasons behind this relationship. Individuals 
who are less well-off feel slighted when compared to their wealthier counterparts, which 
in turn produces social tension. Relative inequality thus can affect both subjective and 
objective measures of health. It can lead individuals to feel that they are worse off, 
causing stress and psychological strain. However, greater levels of income inequality
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also mean that access healthcare and other social services more polarized, which can lead 
to a decline in objective measures of health.
The role the welfare state plays in reducing income inequality has an impact far 
beyond overall levels of violence. From the regional level to the international level, 
studies have shown that populations with greater income inequality have higher rates of 
morbidity and mortality as well as lower general standards of population health (Kawachi 
and Kennedy, 1997). For example, Brodish, Massing, and Tyroler (2000) separately 
analyzed all 100 counties of North Carolina. Using overall mortality rates as their 
dependent variable and the Gini coefficient (a numeric measure of income inequality) as 
their independent variable, they found a weak yet consistent positive relationship between 
the two after adjusting for age. They suggest numerous other factors that might 
contribute to this gap such as violence, lack of health insurance, and a lack of government 
funding for of education.
Other studies have looked at income inequality and its relation to proximal health 
factors such as obesity. Rates of obesity have been increasing rapidly in the developed 
world, posing health problems like heart disease and type II diabetes. Pickett et al. (2005) 
found that among the top 50 most developed countries, income inequality was strongly 
correlated with obesity for men and women (r = 0.48 and 0.62) as well as diabetes 
mortality (r = 0.46). Offering an explanation, they suggest that “increased nutritional 
problems may be a consequence of the psychosocial impact of living in a more 
hierarchical society.” (p. 670).
A meta-analysis of 155 papers on income inequality and general measures of 
health suggests that the previous authors’ findings are right on track. More than 70% of
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these studies found a positive relationship between income inequality and health 
outcomes, and this number jumps to more than 83% when looking only at international 
comparisons. This may indicate that income inequality is a good predictor of health 
when it is used to represent broader social class differences within a country. Studies 
done on smaller scales, such as those that look at county-by-county variation within a 
state, may be too small to capture the broader degree of social stratification (Wilkinson 
and Pickett, 2006). On the broadest scale, even differences in national income between 
various countries do not necessarily correlate with rates of mortality. Meaning, a higher 
gross domestic product does not necessarily guarantee lower mortality rates. Rather, it is 
the level of an individual’s income relative to other citizens that has the biggest impact on 
these rates (Wilkinson, 1997).
Simply put, the lower one is in the social hierarchy, the more health problems one 
will have, and the shorter one’s life expectancy will be. Position in the hierarchy is a 
reflection of type of job and income, which is in turn related to education. Marmot 
(2004) calls this effect the Status Syndrome. He dismisses other researchers’ claims that 
social class differences in health are related to how affordable healthcare is, lifestyle 
differences, or what networks are formed. Instead, again he argues that the psychological 
experience of inequality causes stress, and this stress is what eventually leads to more 
health problems.
Wilkinson (2005) argues much the same thing, saying that the psychosocial 
variables that lead to stress and violence can also account for most of the differences in 
health outcomes. Particularly, it is the result of a general lack of control over one’s life 
and the stigma and stress that comes with being lower-class. Lower-paying jobs typically
19
require little education. What this means, though, is that the job itself is unlikely to be 
intellectually stimulating. As discussed previously, these jobs require the oversight of 
many other individuals. They dictate the job’s wages, hours, benefits, vacation time, and 
specifications. The actual worker, to put it in Marxist terms, is a mere “cog in a wheel” 
(Edles and Appelrouth, 2005:23)
In a piece done in 1997, Wilkinson points out that economic growth does not 
necessarily correlate with an increase in life expectancy as we might expect. During 
times of economic growth, new jobs are created providing some individuals who are in 
dead-end jobs a chance to escape. But this certainly does not always happen, and 
economic growth will do little for overall levels of health if only some members of the 
population are reaping the benefits. If someone is unable to go to the hospital—be it due 
to the fact that it is too expensive or that s/he cannot afford to take time off work, it 
makes no difference how close the hospital is or how good the quality of care is. From 
2000-2009, the amount of health centers in the United States increased from
approximately 2,500 to 2,900. During this same time, however, the percentage of
\
Americans who are uninsured also increased from 14 percent to just over 16 percent 
(American Hospital Association, 2011). This means that while there are theoretically 
more opportunities for Americans to receive healthcare, the likelihood of this actually 
happening has dropped. .
Similarly, economic growth alone will not improve perceptions of inequality, 
especially if this growth does not reach individuals with lower SES. As a specific 
example, an HIV-positive single mother of two working eight hours a day at minimum 
wage in the U.S. may technically be wealthier or better off than a lower-class woman in
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Sierra Leone. However, the single mother of two is not going to compare herself to a 
woman halfway across the world; she will compare herself to her peers. If most of her 
peers are better off, then she will necessarily consider herself to be worse off. When it 
comes to evaluating her own social standing, it makes no difference whether or not there 
is a new clinic in her neighborhood if she cannot actually access it (For a more in-depth 
example, see Marmot, 2004, pp. 4-8).
In sum, regardless of the “status” of a country in terms of overall levels of wealth, 
some people will have it good while others get comparatively shortchanged. However, in 
some countries, poorer people do not get as shortchanged as in others, as social policies 
can help reduce some of the barriers and inequalities faced by those not just on the 
bottom end, but throughout the entire socioeconomic spectrum. These policies are by no 
means the be-all-end-all to things like crime rates or poor health outcomes; there are 
many, many other factors can come into play. However, welfare state politics can 
provide safety nets and other measures that can reduce some of the social tension and 
social barriers that are contributing to poor health.
\
Canada-United States Healthcare Differences
Within the context of welfare states, the United States is constantly held up as an 
example of a classic liberal state. There is some disagreement as to where Canada’s 
welfare system falls on the scale (Olsen, 1994), but the overarching consensus seems to 
be that it is liberal, albeit less liberal than the U.S. system (Olsen, 1994, 2007). 
Specifically, Myles (1998) says that it is the way the services are delivered that makes the 
difference. Many of the Canadian policies designed to reduce poverty take a more 
preventative approach by targeting populations already known to be at risk, such as the
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elderly, families with many children, etc. In contrast, the U.S. focuses most of its 
programs on overall earnings, meaning it is only once one is classified as “poor” that one 
receives benefits. Other benefits, for instance, pension and income maintenance plans, 
most often are tied to employment in the U.S, whereas in Canada the government funds 
them (Olsen, 1994).
Healthcare policies are one facet of the overarching welfare state. While it is 
currently undergoing some changes with its current healthcare system, health insurance in 
the United States is primarily provided by private organizations, and citizens receive their 
insurance through their employer rather than through the government. American citizens 
pay a premium that usually gets deducted from their paycheque, and the employer pays 
the remainder. The amount of coverage actually received varies.widely (Iglehart, 1999). 
Only retirees or those who are physically unable to work receive government-based 
insurance.
Though it varies slightly by province, most Canadians are entitled to free, basic 
health insurance that covers most medical and hospital services. However, this coverage 
does not encompass every health care service, and many employers can choose to offer 
their employees additional health insurance coverage though a private organization to
l
cover additional services such as prescription drugs, dental, and vision care (Naylor,
I
1992).
To put it succinctly, Canadians are guaranteed healthcare coverage whereas 
Americans are not. Even if an individual is employed in the U.S., the employer has no 
legal obligation to actually provide health insurance. This will leave an estimated 6.9 
million Americans without health insurance in 2010, or about 19.2% of the non-elderly
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population (Gilmer and Kronick, 2009). The disparity has created what Kennedy and 
Morgan (2006) call the “three nations”—Canada, insured America, and uninsured 
America. Looking at the Joint Canada-U.S. Survey of Health, they found that most 
Canadians and insured Americans were able to receive the care that they needed, whereas 
about 1/3 of uninsured American respondents said that they had two or more unmet 
healthcare needs. Though they oftentimes face many different barriers such as lack of 
access to healthcare services or dissatisfaction with the service provided, financial 
constraints were by far the most-cited reason for these unmet needs.
Even if an American citizen has health insurance, there is still no guarantee that it 
is adequate. By looking at out-of-pocket healthcare spending, deductibles, and annual 
income, Schoen et al. (2008) found that in 2007, approximately 25 million non-elderly 
insured people (19.8% of the total population) were “underinsured.” This means that out- 
of-pocket medical expenses totaled 10% or more of overall income, 5% if they are 
already impoverished. All told, this leaves about 39% of the American population with 
insufficient healthcare.
\
It is clear that Americans face greater variation in the distribution of healthcare 
services. This, in turn- is a reflection of overall levels of inequality. While Canada and 
the United States may have similar levels of economic, cultural, and political 
development, income inequality is far greater in the United States. Studies show that 
compared to other developed countries, including Canada, income inequality is especially 
pronounced in the United States (Blendon et al. 2002). The most recent United Nations 
Development Report puts Canada’s Gini coefficient at 32.6 and the United States’ at 40.8 
(Human Development Report, 2009).
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These inequalities in income distribution and in the distribution of healthcare 
services for Americans can in part explain the variation in health outcomes between 
Americans and Canadians. Willson (2009) did a comparative analysis of the U.S. and 
Canada by looking at what role social class plays as a fundamental cause of disease. She 
found that socioeconomic status had a stronger relationship to health in the U.S., much 
more so than in Canada, and attributes a small part of this to the different systems of 
health insurance. Thus, when poorer individuals begin to feel ill, they may not be able to 
address the issue right away. t
A sa  whole, Canada has less income inequality than the United States, as well as 
guaranteed healthcare coverage (Solt, 2008). As a result, we might expect to see fewer 
differences in health outcomes by SES in Canada than in the U.S. Certainly, things are 
better in Canada than in the United States in that lower-class citizens use the healthcare 
system more (Ross et al. 2000). However, research suggests that social class differences 
in health and access to healthcare still remain. Compared to upper-class Canadians, 
lower-class Canadians have worse self-rated health (Humphries and van Doorslaer, 
2000). This may in part be a reflection of other, more tangible differences in health that 
still exist. Canadians in the lowest socioeconomic brackets are more likely to be 
hospitalized and more likely to need acute care (Roos and Mustard, 1997; Roos et al. 
2005). Booth and Hux (2003) found that residents from low-SES neighborhoods in 
Ontario were far more likely than residents from high-SES neighborhoods to be 
hospitalized for diabetes. They conclude that while Canada’s current healthcare system 
does eliminate some barriers low-SES people face, by no means does it eliminate all of 
them. This is what Veugelers and Yip (2003) concluded as well. In Nova Scotia,
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universal healthcare coverage allows for people with lower socioeconomic background to 
visit their general practitioner (GP) more often than those with a higher background, but 
they still comparatively underused specialist services. This m aybe partially due to lower 
rates of referrals on the part of GPs. It may also have to do with some of the hidden costs 
associated with seeing a doctor. While GPs can be found almost anywhere, getting to a 
specialist may require more transportation and more money. There are also the matters 
of taking time off work and getting help with child care (Booth and Hux, 2003). The 
general consensus throughout the literature seems to be that Canada’s healthcare system 
is certainly better than the United States’ at helping low-income individuals, but it is by 
no means perfect. The system is good at treating diseases once they occur, but not so 
good at preventing them. Lower-class individuals do at least get help, but they are sicker 
and more vulnerable to being sick. This could very well be due to the existing structural 




Measures of health serve two main purposes—they help us to compare the health 
of different groups or different individuals, and they also enable us to assess who needs 
help and what type of help is needed. Through these measures, we are also able to track 
changes over time, which in turn aids in comparing groups of people and discerning who 
needs the most help where (Murray, Salomon, and Mathers, 2000). There are three 
different types of measures—macro, meso, and micro. The level of analysis one is 
looking at determines the type of measurement that is most appropriate.
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Data at the macro level are used to compare the overall population health of 
different countries, to determine if one country is “healthier” than another. It is typically 
(though certainly not always) collected using a top-down approach, with doctors 
providing observational data on patient health. Though there are many different groups 
that keep track of this data, the World Health Organization (WHO) is by far the most 
prolific and widely-cited (Murray and Frenk, 2000). The WHO keeps track of some of 
the most basic measures of overall health—life expectancy, maternal mortality, and 
prevalence of HIV/AIDS, among others. These statistics can be indicative of larger 
societal problems; such as a faulty healthcare system resulting in lack of access to basic 
healthcare facilities for many citizens, which in turn may be the result of a flawed or 
defunct economic infrastructure. With the exception of life expectancy, data are most 
commonly tracked through the use of prevalence and rates of acquisition. Prevalence 
rates are measurements of how widespread a disease is within a given population, and the 
rate of acquisition captures how many new cases arise on a yearly basis. Though the two 
are similar, they illustrate different points. In the case of HIV/AIDS for instance, having 
a 20% prevalence rate is rather alarming, but if the rate of annual acquisition is one in 
500, it means that AIDS prevention programs are most likely working, and that the 
overall prevalence should wane in time.
At the meso level, many of these measures are also useful for analyzing group 
differences in health. Within the United Kingdom, for instance, life expectancy can vary 
by up to fifteen years depending on gender and social class (Donkin, Goldblatt, and 
Lynch, 2002). Here the data become useful in determining what groups of people are 
more likely to be sick or to get sick. The most common units of analysis are still
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prevalence rates and rates of acquisition. Authors at this level will often attribute : 
differences in these rates to supposed group differences. For example, in a study : 
comparing the health of older British and Americans, researchers found that Americans 
as a whole were much more likely to have a multitude of different chronic diseases. 
Socioeconomic differences may account for a lot of this, and the authors outline a 
number of different ways for how this can happen. They conclude that a large part has to 
do with access to health insurance and thereby to hospitals and other health facilities. 
Americans at all levels are less likely to have some form of insurance coverage, but this 
is especially true for those in the lowest social classes. They add that the British are 
perhaps a bit more insulated from facing economic consequences of poor health. Even 
when they are insured, Americans must often pay for healthcare services. This can often 
be financially draining, which further reduces their capacity to get better. However, x 
health insurance differences cannot account for all the differences seen between England 
and the United States, as the inequalities occur at all socioeconomic levels. They noted 
that Americans in general are more likely to be obese, which can contribute to the higher 
rates of diabetes. Americans are also more likely to get screened for things such as 
cancer (leading to higher rates) (Banks et al. 2006). This analysis focuses its attention on 
the general health climates of each society while also drawing on individual behaviours. 
Much like other data at the meso level, it blends top-down reports with reports coming 
from the bottom-up.
Data at the micro level can still be used to look at group differences, but focus 
more on individualistic factors and explanations. To do this, researchers not only look at 
the presence of disease, but also at risk factors that may increase the likelihood of an
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individual acquiring a disease in the future. These include things such as family history, 
lifestyle factors like diet and exercise, and current problems. In his analysis of social 
capital and health, Veenstra (2000) asks participants about their levels of civic 
participation, participation in clubs, and how often they had positive social engagements. 
Participation in clubs and positive workplace interactions had positive effects on health, 
but civic participation did not. He uses self-rated health as a measure of participants’ 
health, and this is not uncommon amongst studies done at this level. It is an easy way to 
measure an individual’s health without having to inquire about specific diseases.
Self-Rated Health
Self-rated health (SRH) is frequently assessed with questionnaires that also ask 
individuals to report on any number of more “objective” health measures, such as 
prevalence of a certain disease or family history of disease (Mossey and Shapiro, 1982). 
SRH is most commonly measured through the use of a Likert scale, where participants 
can report that their health ranges anywhere from poor to excellent (Idler and Benyamini, 
1997). While the measure is widespread among both the medical and social sciences, the 
use of it outside of a simple assessment of how an individual is feeling is not without its 
problems. Beyond questions of overall validity, there lie the issues of group differences 
in SRH as well as what exactly individuals are taking into account, issues which are 
discussed below.
SRH is one of the most commonly used ways to gauge health. Surveys often ask 
patients to give an assessment of their health when they (the researchers) feel that other 
measures are not providing the level of depth they are looking for (Mukherjee, 2010). 
Alternatively, it is used as a starting point for further investigating other health problems
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(Miilunpalo et al. 1997). Research suggests that individuals with low SRH also report 
poor health on more specific measures of disease and disorder. For example, Cott, 
Gignac, and Badley (1999) report that Canadians who said their health was poor or good 
(but not excellent) also tended to report more chronic problems and long-term 
disabilities. Even more specifically, both Jylha, Volpato, and Guralnik (2006) and 
Goldman, Glei, and Chang (2004) found that poor SRH could be backed up with 
biological measures, or what they refer to as biomarkers. Individuals with poor SRH 
tended to have higher levels of HDL cholesterol, higher levels of cortisol (indicating 
stress), lower levels of protein, and higher blood pressure. People with poor SRH have 
also been shown to have more chronic pain (Mantyselka et al, 2003), depression (Leibson 
et al, 1999), and higher rates of obesity (Okosun et al. 2001).
;l The problem some critics have with self-rated health is that while it may be 
correlated with other symptoms, it still may not be the most accurate gauge of health.
This may be due, in part to differences across individuals in interpreting or evaluating 
their own health. Sen (2002) argues that a person’s own understanding of his/her health 
may be quite dissimilar from what a medical professional might say. Because symptoms 
do not always manifest themselves in physically notable ways (i.e., in the form of pain) 
patients might underestimate or disregard problems that a physician may be able to 
detect. Additionally, the assessment of health is in fact limited by personal experience. 
Sen cites the example of an individual brought up in a place where there are many 
diseases but few medical facilities. In this instance, a person may come to regard certain 
symptoms as “normal” when they are in fact preventable or treatable.
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Contrary to Sen’s speculations though, one of the reasons why self-rated health is 
so important is because it has been shown to be a very good predictor of mortality, 
though with some group variations. In their comprehensive review of more than 27 
studies on the topic, Idler and Benyamini (1997) found the results to be, in their words, 
“impressively consistent.” In fact, SRH can often predict mortality even better than more 
“objective” measures (Winter et al. 2007) or more specific questions (Lundberg and 
Manderbacka, 1996). Idler and Benyamini (1997) offer four possible explanations for 
this phenomenon. First, they suggest that SRH is a more inclusive measure and can 
capture a fuller array of illnesses a person has. It can represent complex judgments about 
the severity of a wide variety of things. Second, SRH is a dynamic evaluation, meaning 
it is trajectory-based. Rather than being a snapshot of health at one time only, SRH can 
take into account a gradual decline (or improvement) in an individual’s health over time. 
Third, SRH can influence behaviours that subsequently affect health status. Poor 
perceptions of health may lead people to neglect preventative practices such as taking 
medication or seeking other treatment. Lastly, SRH can reflect the presence or absence 
of resources that can assuage a decline in health. It can also be a reflection of within- 
person resources. Other, more recent reviews of SRH have concluded the same thing. 
Though there is a bit of variation across different groups of people, it remains a reliable 
indicator for predicting mortality (Idler, Russell, and Davis, 2000; DeSalvo et al, 2006; 
Huisman, van Lenthe, and Mackenbach, 2007).
Though SRH has been shown to be valid in terms of predicting mortality overall, 
of concern is Sen’s critique that health might mean different things to different people. 
Researchers are beginning to focus on the fact that groups of people can vary in their
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assessment of their own health, whether by age, race, or occasionally gender (Kaplan and 
Baron-Epel, 2003; Ferraro and Kelley-Moore, 2001; Jylha et al. 1998). They are trying to 
understand what exactly it is that individuals are taking into account when they make this 
evaluation.
People can conceptualize what “health” means to them in any number of ways. 
The frame can range from the general to the specific, and may or may not include a wide 
variety of other things. To this end, Krause and Jay (1994) set out to categorize some of 
the more common things that get taken into account when individuals are asked to rate 
their own health. They did this by conducting open-ended interviews with 158 residents 
of southeast Michigan. Participants were first asked to evaluate their health on a scale 
ranging from poor to excellent. They were then asked to describe why they selected the 
answer they did. Krause and Jay classified the responses into four different categories— 
health behaviour, health problems, physical functioning, and health comparisons. They 
concluded that particular referents are not distributed randomly throughout the 
population, rather, different groups have a tendency to use one specific frame of 
reference over another. Elderly people, for instance, will oftentimes focus on health 
problems, whereas younger people are more inclined to think in terms of health 
behaviours. Additionally, non-whites are more likely to use the presence of health 
problems as a referent compared to whites, perhaps due to the fact that non-whites often 
have more health problems than whites to begin with.
A similar, much larger study was conducted in France a decade before the Krause 
and Jay study. d ’Houtaud and Field (1984) asked 4,000 respondents what “health” meant 
to them. They obtained 41 different types of responses and separated them into ten
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categories. The most common definition, given by 7.6% of the respondents, was that to 
be healthy was simply “not to be sick.” The second most common response (6.5%) was 
“to be at the top of one’s form.” d’Houtaud and Field point out that there was a major 
division among the social classes. Upper-class individuals tend to think of health along 
the lines of wliat the authors call a “hedonistic use of life.” Their responses often 
centered around positive, expressive things such as optimism, benefitting from life, and 
“feeling well in one’s skin.” Conversely, responses from lower-class individuals focused 
more on the overall absence of sickness, for instance, to live as long as possible, to be at 
the top of one’s form, and to be able to work.
In trying to assess just how individuals assess their own health, Winter et al. 
(2007) had participants fill out a survey every day for eight weeks. In addition to asking 
about SRH, the survey included a symptom checklist, pain scale, and positive and 
negative affect scale. Participants rated their health the poorest when pain and physical 
symptoms had increased from the previous day. In contrast, they rated it highest when 
pain and physical symptoms had decreased. Only an increase in positive affect was 
correlated with an increase in SRH. A decrease did not display the same effect. All of 
this suggests that SRH is a matter of subjective trajectory. Individuals may be better able 
than their doctors to predict their future because they are conscious of the overall trends.
Though this is a good start, the study by Winter et al. only surveyed elderly people in the
! ■ ■
United States. The researchers did not break down the results by SES, gender, or race, so 
it is impossible to say to whom these results are applicable.
One of the findings in Idler and Benyamini’s (1997) meta-analysis of self-rated 
health was that there were sometimes discrepancies between medically obtained health
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status and global ratings of health. Individuals would rate their health differently 
depending on their social positions. Different reference groups provided different 
frameworks by which to compare oneself. It is difficult at this time to pinpoint exactly 
how culture can shape our evaluation of our own health and how this varies from place to 
place, but we do know that certain factors are more likely to influence us than others, 
these being age, gender, and socioeconomic status.
To understand how perceptions of SRH can differ, though, it is first important to 
understand the social context of health and disease. Symptom recognition, labeling, and 
help-seeking are all impacted by one’s culture. Culture-bound things such as language 
and also knowledge of the disease itself can affect the way it is perceived. This can 
subsequently constrain some of the options that are available for treatment (Angel and 
Thoits, 1987). For example, when AIDS was first emerging in Uganda, it was 
colloquially known as “slim,” in reference to its emaciating effects (Pisani, 2008). Little 
was known about how it was acquired, and many suspected it to be the result of a curse 
and/or immoral behaviour. Consequently, its victims were seldom encouraged to seek 
treatment (in part because there was little available). The best they could do was to try to 
eat as much as possible, though this was difficult as many were oftentimes ostracized 
from their family and from the community. In the mid-90s, the Ugandan government 
began an intensive AIDS prevention program to educate individuals on what exactly 
AIDS was, how it could be prevented, and how it could be treated. Since then, overall 
prevalence has declined by almost twelve percentage points.
Perceptions of health can differ in innumerable ways, but there are some more 
general trends these health perceptions seem to follow. McPherson et al. (2001) discuss
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the idea of homophily in social networks. The main idea is that similarity breeds
1
familiarity and connections. In most cases, opposites do not attract, and people tend to be 
friends with others who are similar in terms of race, ethnicity, age, religion, education, 
occupation, and gender, in that order. When we evaluate ourselves, we most often 
compare ourselves to our peers. It should come as no surprise then, that in the case of 
self-rated health, researchers have found differences by nearly all of these categories. In 
particular, there can be strong variations by race, age, gender (to some extent), and 
socioeconomic status (approximated in McPherson et al. by education and occupation).
In a preliminary study on demographic differences in SRH, Krause and Jay 
(1994) suggest that whites have higher levels of SRH compared with non-whites. This 
may be due to whites using general physical functioning as their biggest frame of 
reference, whereas non-whites were more likely to use health problems. Spencer et al.’s 
(2009) study supports these findings, but offers an alternate explanation, as well. While 
whites and blacks clearly seem to account for biomedical and physical health criteria 
when making their evaluations, blacks might be using more psychosocial measures as a 
means of maintaining identity. Blacks may have lower expectations for themselves when 
it comes to health, and this, then, may affect their evaluations. When talking about ‘what 
is healthy’, blacks were more likely to cite merely the absence of any physical problems, 
whereas for whites, the ability to function as normal and continue with routine activities
i . ,v
was also important (Silverman, Smola, and Musa, 2000). These differences between 
whites and blacks may stem from the way the two groups view aging. When asked 
whether old age was a “happy” time, 60 percent of whites said yes, whereas only two 
percent of blacks agreed (Foos, Clark, and Terrell, 2006). The negative perceptions
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blacks have toward aging may in part account for some of the differences seen in SRH 
when compared with whites.
• Of course, getting older itself can cause variations in how we perceive our health, 
regardless of any other demographic factors. In addition to discussing racial differences, 
Krause and Jay (1994) also suggest that different age groups use different frames of 
references. Younger people are more inclined to think of health in terms of behaviors, 
meaning diet, exercise, smoking, or drinking. Older people, on the other hand, tend to 
think of health more in terms of problems, such as the presence or absence of disease. 
Major health problems though such as a stroke or cancer are more likely to occur in old 
age. Thus, when they happen to people who are middle-age, they can alter health 
perceptions more strongly than when they happen to older people (Wurm, Tomas ik, and 
Tesch-Romer, 2008). Among younger people, as well, low SRH is more strongly 
correlated with specific, long-term, serious conditions such as epilepsy, cancer, and 
diabetes. The strength of the relationship was even more pronounced when looking at 
certain health behaviors, namely, smoking and an unhealthy diet (Manor, Matthews, and 
Power 2001).
Even though old age inevitably brings about more problems, people still try to 
find ways to minimize them or to make them seem better than they are. When asked to 
compare themselves to the general population, self-assessment of many elderly people 
changed for the worse. This suggests that when no context is given, the elderly tend to 
use others in their own age group for comparison (Kaplan and Baron-Epel, 2001).
While age and ethnicity both present some definitive differences in the evaluation 
of health, differences for gender and social class are not so clear-cut or well-researched.
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Some studies have shown little gender differences (Scott et al. 1997; Franks et al. 2003;
I
McCullough and Laurenceau, 2004), whereas others point to some very sharp contrasts, 
with women more likely to report somatic symptoms and poor SRH (Barsky, Peekna, and 
Borus, 2001; Benyamini et al. 2003).
In terms of social class, there is reason to believe that upper and lower-class 
Americans do in fact take different things into account when assessing their health. 
Poortinga, Dunstan, and Fone (2008) propose that lower-SES individuals have a lower > 
internal health locus of control (HLC) and that this in turn impacts how they evaluate 
their health. HLC focuses on how much responsibility individuals take for their health, 
or the degree to which they believe that their own actions determine their health 
outcomes. Individuals with a more external HLC are much less likely to engage in 
health-promoting activities and other positive health practices such as exercising 
regularly or getting an annual physical. They are also much more likely to rate their 
health as poor. Though there is some variation, HLC is correlated with individual and
neighborhood SES, suggesting that SES does alter the way people conceptualize their
\
health. Looking at less abstract measures, Dowd and Zajacova (2010) measured the 
presence of 14 different biomarkers, or indicators of health that can be measured -  
scientifically with standardized tests. They found that in general, those with better 
education had better health on all indicators even after controlling for SRH. This strong 
relationship between health and education was especially true among those with excellent 
SRH. For example, for those reporting excellent health, the highest-educated had on 
average a lower BMI (body mass index), lower levels of cholesterol, lower blood
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pressure, and better white blood cell counts compared with those with lower levels of 
education who reported they were in excellent health.
• These social class differences in biomarker data may stem in part from the 
different criteria used to evaluate health (McFadden et al. 2009). Variations in SRH by 
social class, gender, age, and race are well-researched, and can speak to the potential for 
broader group differences in how health itself is perceived. Even with potential 
variations across groups in the meaning of health, SRH is a remarkably accurate predictor 
of morbidity and mortality; it is oftentimes even superior to doctors’ prognoses (Idler and 
Benyamini, 1997). The challenge now lies in discerning just how different individuals of 
different demographics are making these health assessments.
Summary and Hypothesis
p
Research suggests that socioeconomic status and health are inextricably linked. 
Individuals with lower SES tend to have higher levels of stress and face barriers to 
adequate healthcare. A lack of money can mean fewer food options and poorer housing. 
Greater education can lead to the acquisition of jobs that are more stable, higher paying, 
and more secure. It can also lead to better health by instilling individuals with a sense of 
learned effectiveness and by promoting critical thinking skills. The learned effectiveness 
provides individuals with a sense of self-efficacy, which can then lead them to take the 
steps necessary to prevent future illnesses and to manage current ones. Along with this, 
critical thinking enables individuals to understand how to solve and prevent health 
problems.
Though SES and health outcomes are continually intertwined, this association can 
be influenced by state-level policies. The Welfare State can help remove some of the
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general barriers faced by those at the bottom as well as provide a more equal distribution 
of wealth across the socioeconomic spectrum. These interventions can help decrease the 
overall level of income inequality, which has positive effects for all citizens, but most 
strongly benefits those at the bottom of the socioeconomic spectrum. Higher levels of 
income inequality within a society can lead to a number of problems, but perhaps the 
most concerning is an increased rate of overall morbidity and mortality. In such 
societies, wealth is less evenly distributed, oftentimes leaving some individuals without a 
safety net to fall back on in hard times.
The level of inequality within a society sets the context within which individuals 
evaluate their own health. Theories of relative depravity point out the influence of those 
around us on our own perceptions. We are constantly comparing our own situation to 
those of our peers, which in turn leads us to evaluate our position based on where we fall 
relative to others who are like us. Studies have shown significant differences in health 
evaluations based on race, age, gender, and SES. Since Canadians and Americans have 
different frames of reference for evaluating their health status, they may also have 
different perceptions of how healthy they really are. The disparities faced by lower-class 
American citizens could very well promote them to take different amounts or different 
types of factors into account when evaluating their own health.
There is little research that investigates the intersection of social class, country 
context, and perceptions of health. This study is unique in that it seeks to understand how 
stmctural location influences subjective perceptions of health. In this analysis, I use the 
Joint Canada/United States Survey of Health to compare social class and country 
differences in the overlap individual perceptions of health (SRH) and more objective
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measures such as presence of chronic conditions and activity limitations. Based on 
existing literature on health inequality, I test the following hypotheses: 1) First, given 
cross-national differences in levels of inequality, I hypothesize that there will be a wider 
gap in the health of Americans with higher and lower SES than between Canadians. 2) 
Second, because of the overarching social context within which health operates, I predict 
that in both the U.S. and Canada, among individuals who rate their health as ‘poor’, those 
with higher SES (in terms of education and income) will report fewer health problems 
than those with lower SES. Similarly, I hypothesize that among individuals who rate 
their health as excellent, those with higher SES will report fewer health problems than 
those with lower SES. 3) Third, because of cross-national differences in levels of 
inequality, I hypothesize that this class difference between upper and lower-SES . 
individuals will be even greater for Americans.
k
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Chapter Three: Data and Methods
Introduction
In this chapter, I discuss the Joint Canada United States Survey of Health, and 
then I describe the independent and dependent variables used in my thesis, explain why 
these measures were chosen, and provide basic descriptive statistics. I conclude by 
reviewing the analytic design.
Data Source
This study is based on data from the Joint Canada United States Survey of Health 
(JCUSH). The JCUSH was a one-time, cross-sectional telephone survey conducted in 
Canada and the United States in 2003. The purpose of this survey was to allow a 
comparison of Canadian and American populations in matters of health care, health 
status, and functional status (Statistics Canada, 2004). It asks participants not only about 
their self-rated health, but also about particular symptoms, psychological problems, 
insurance status, social class indicators such as education and income, and any other 
unmet needs.
The JCUSH sample was designed to produce nationally representative responses 
by gender and three age groups (18-44,45-64, and 65 years and older). Statistics Canada 
gathered the Canadian data, and the U.S. National Center for Health Statistics was 
responsible for data collected in the United States. The sample was generated through 
Random Digit Dialing. In Canada, researchers obtained the numbers through the 
Elimination of Non-Working Banks Method (ENWB). First, they purchased telephone 
numbers from the telephone companies and then extracted lists of all working banks. 
They then generated a random sample of numbers. Researchers in the United States
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obtained numbers through the Genesys Sampling Systems. In both cases, they purchased 
phone numbers for all provinces and states. Random numbers were then selected and 
called. As it was a telephone survey, it did not include those individuals who do not own 
landlines, were institutionalized, either in prisons or nursing homes, or those serving full­
time in the Canadian or American Armed Forces. It also excluded those living in 
Canadian and American territories.
In order to select a larger number of individuals over the age of 64, the computer 
application was created to randomly choose these individuals over other, younger 
household members. Data collection occurred between November 2002 and March 2003. 
The survey response rate was 66% in Canada and 50% in the United States, and the final 
sample consisted of 3,505 Canadians and 5,183 Americans. The sample used in this 
analysis was also reduced to include only those who answered the question on self-rated 
health. Thus, a total of five Canadians and seven Americans were excluded from the 
analytic sample, leaving the final size at 3,500 Canadians and 5,176 Americans.
The JCUSH was designed to produce reliable national estimates. As such, the 
responses of some individuals were weighted more heavily than others. Weights for the 
Canadian and U.S. samples were acquired separately, but both used the same method. 
Researchers made initial adjustments for telephone non-response, out-of-scope numbers, 
and multiple telephone lines. Using the most recent  ̂census data, they also made 
adjustments for sex, age, and locality. However, when sampling weights are applied, it 
reduces the amount of Canadians and increases the amount of Americans, as nationally 
Americans outnumber Canadians by almost 10-1. The reduction in the number of 
Canadians once.sample weights are applied makes doing a thorough analysis of
41
differences between Canadians and Americans nearly impossible. As a result, I have 
chosen to use unweighted data in my analysis. ;
Variable Selection 
Health measures
In addition to self-rated health, I have considered five other measures of health in 
my analysis: depression scores, three measures of chronic conditions (diabetes, high 
blood pressure, and asthma) and a measure of difficulty with activities. These variables 
are described below, and the sample distribution is presented and discussed at the end of 
the chapter.
Chronic Conditions
• This analysis includes three separate variables to assess whether individuals were 
experiencing any long-term, chronic conditions. These are diabetes, high blood pressure, 
and asthma. Although they may or may not impact individuals on a daily basis, all of 
these conditions require some medical attention and at least semi-regular monitoring. In 
my analysis, I will be examining a number of different measures of chronic conditions. I 
will first compare those who have zero (0) chronic conditions to those who have one (1), 
two (2) or three (3). Next, I will compare those with one or more chronic condition with 
those who have none at all.
Diabetes For this measure, male respondents were asked, “Have you ever been 
told by a doctor or other health professional that you have diabetes?” They could 
respond either yes or no. Women were similarly asked, “Other than during pregnancy, 
have you ever been told by a doctor or other health care professional that you have 
diabetes?” The difference in questioning reflects the potential for women to temporarily
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acquire diabetes during pregnancy. In my analysis, I have combined the two variables 
into one. These questions do not specify whether it is Type I or Type II diabetes, so both 
are represented in the measure.
High Blood Pressure To assess high blood pressure, researchers asked 
respondents, “Have you ever been told by a doctor or other health professional that you 
have high blood pressure, also called hypertension?” A yes response was coded as 1, and 
a no response as 2. In the United States, socioeconomic status and high blood pressure 
are strongly correlated among all age groups (Grotto, Huerta, and Sharabi, 2008), 
although some of this may be due to higher obesity rates among those with lower SES 
(Colhoun, Hemingway, and Poulter, 1998). In Canada, the relationship disappears in 
adults over the age of 65 (Kaplan et al. 2010).
Asthma Much like the questions pertaining to diabetes and high blood pressure, 
the question asked here was, “Have you ever been told by a doctor or other health 
professional that you have asthma?” Respondents could select either yes or no. Yes 
responses were coded as 1, and no responses as 2. If they selected yes, researchers asked 
follow-up questions to determine the length and severity of the asthmatic episodes.
Diabetes and asthma are both negatively correlated with income (Mokdad et al. 
2000; Colhoun et al. 2008). In addition, people of lower SES often have a more difficult 
time acquiring adequate treatment for these disorders (Booth and Hux, 2003; Colhoun et 
al. 1998). The link between asthma and SES is inconclusive, meaning some studies show 
a negative relationship between asthma prevalence and income, yet others show no such 
trend. Some of these effects can be mitigated by controlling for race and whether or not 
one lives in an urban community (Miller, 2000; Gold and Wright, 2005). Regardless of
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other factors, asthma does take a greater toll for people of lower SES in terms of mental 
health and activity limitation (Oraka, King, and Callahan, 2009; Akinbami, LaFleur, and 
Schoendorf).
Difficulty with Activities
To assess activity limitations respondents were asked, “Do you have any 
difficulty hearing, seeing, communicating, walking, climbing stairs, bending, learning, or 
doing any similar activities?” The available answers were sometimes, often, or never. 
These were recoded to better reflect the underlying continuum that the measure implies 
(never = 0, sometimes = 1, and often = 2). In contrast to measures of chronic conditions, 
which may or may not affect daily activities, this measure captures individual difficulties 
in daily functioning. •
Depression Scores
The depression score is an integer ranging from 0-8, and is based on the 
likelihood of an individual experiencing a major depressive episode. A score of 0 means 
there is no chance whatsoever. Any score greater than 5 indicates more than a 90% 
likelihood that the individual will experience a major depressive episode at some time. 
The score was calculated based on responses to a number of questions covering a cluster 
of symptoms for major depressive disorder, listed in the Diagnostic and Statistical 
Manual o f Mental Disorders (DSM-III-R). The questions themselves came from the 
Composite International Diagnostic Interview. This is a validated structured diagnostic 
instrument created by the World Health Organization in 1990. The first question, for 
instance, asks, “During the past 12 months, was there ever a time when you felt sad, blue, 
or depressed for 2 weeks or more in a row?” Participants could select either yes or no.
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Subsequent questions ask about the length, duration, and severity of any depressive 
episodes (Joint Canada/United States Survey of Health, 2003). Those who responded yes 
to the first question were coded as 1, and those who responded no were coded as 0. A 
meta-analysis of 60 studies shows that people in the lowest SES category are more likely 
to have long-term depressive episodes (Lorant et al. 2003). The same holds true with 
regards to education (Ross and Mirowsky, 2006).
Self-Rated Health
The JCUSH asked respondents “In general, would you say your health is:.. .” 
Respondents could choose from “poor, fair, good, very good, and excellent.” For the 
purpose of this study, those who responded “fair or poor” were recategorized as poor. 
Similarly, those who responded “very good or excellent,” were recategorized as 
excellent. This resulted in three categories of SRH, poor, good, and excellent. 
Independent Variables
This analysis examines three main independent variables, country, income 
quintile, and education, all of which are described below.
v.
Country
The JCUSH does not have a specific variable indicating country of residence. 
This measure had to instead be derived by other means. A question on country of origin 
had different options for Canadian residents and American residents. Thus, researchers 
created two separate questions leading to two separate variables. Only Canadians 
answered the first question, and only Americans answered the second. It is from these 
two variables that I was able to create one variable, nationality, which was coded as 0 
(Canadian) and 1 (American).
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Income
The JCUSH included several different variables indicating income, including total 
household income from all sources, total personal income from all sources, home equity, 
and main source of household income. In this analysis I use the respondent’s adjusted 
total income, which is the variable with the highest rate of response. Respondents were 
asked, “What is your best estimate of the total income, before taxes and deductions, of all 
household members from all sources in the past twelve months?” The responses were 
adjusted for total number of household members, and then sorted into quintiles. Quintiles 
look at one’s relative location in the income distribution rather than show the specific 
dollar value. The final categories were lowest, low-middle, middle, middle-high, and 
high. Fifteen point four percent of Canadians and 26.3 percent of Americans did not 
respond to the question on personal income. These missing cases were excluded from the 
final analysis. Based on their level of education, a large percentage of the missing cases 
are likely in the lowest quintile, which is a fairly common phenomenon (Neuman and 
Robon, 2009). Of the 540 Canadians who did not respond to this question, an additional 
47 did not respond to the question on education. Of those who did, however, 62.5 
received a high school degree or less. For the Americans, 1,361 did not answer the 
income question, and of these, 212 did not provide their highest level of education. Fifty- 
six point six percent of those who did not indicate their income but did indicate their 
education had a high school degree or less. As a result, the analysis of income under­
represents lower-class individuals in both the United States and Canada. Thus, I expect 




A measure of educational attainment is used in addition to income. Although they 
are often used interchangeably, research suggests that education and income capture 
different aspects of social class (Geyer, Hemstrom, Peter, and Vagero, 2006). For this 
question, respondents were asked, “What is the highest level of school you have 
completed or the highest degree you have received?” Respondents could choose seven 
different options, which researchers later recategorized into four—less than high school 
(1), high school degree or equivalent (2), trades certificate, vocational school/community 
college/CEGEP (CEGEP refers to the public post-secondary education collegiate 
institutions exclusive to the education system in the province of Quebec) (3), or a 
university or college diploma (4) and beyond. Responses were coded in the same way. 
Characteristics of the Sample
The average age for Canadians was 47.7 with a standard deviation of 17.6 (See 
Table 3.1). The figures for Americans were 48.7 and 17.5, respectively. Fifty-four 
percent of Canadian respondents were female, as were 57.1 percent of American 
respondents. Excellent SRH was the most-selected choice for Canadians and Americans 
(57.6% in both cases) and there was little inter-country variation for good and poor 
health. As a whole, U.S. citizens are more educated, with 38 percent of Americans having 
a university degree compared to 27 percent of Canadians. In addition, Canada has a 
higher rate of high school drop-outs (22 percent versus 12 percent). These statistics are 
fairly in line with official census statistics, though the sample for both countries seems to 
have an over-representation of university graduates (Statistics Canada, 2001; United 
States Census Bureau, 2004).
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Table 3.1 Descriptive Statistics by Country
Country
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Education Canada United States













Average Age 47.7 48.7
% Female 54.0 57.1
(N) = Total number of respondents 
N/R = missing cases
Analytical Design
My analysis begins with an examination of the relationship between social class, 
perceptions of health, and more objective indicators of health, first among Canadians. 
Using cross-tabulations, I compare the presence and number of chronic conditions, 
difficulty with activities, and depression across levels of income and educational 
attainment for Canadians. I then repeat the analysis for Americans and draw cross­
national comparisons. For the crux of my analysis, I sort respondents by self-rated health 
in order to examine social class differences in the overlap between objective and 
subjective measures of health. I compare the percentage with chronic conditions, the 
number of chronic conditions, difficulty with activity, and depression across levels of 
income and education among Canadians reporting poor health and excellent health, 




In this chapter, I present results from a series of cross-tabulations. I begin by 
describing general differences in self-rated health for Canadians and Americans and 
highlighting discrepancies by education by income. Next, I describe differences between 
Canadians and Americans in terms of the presence of chronic conditions, number of 
chronic conditions, level of difficulty performing everyday activities, and depression. 
Following this, I note the differences in these conditions for Canadians with poor versus 
excellent levels of self-rated health. I then do the same with Americans. Finally, I use 
three independent variables, nationality, self-rated health, and income, and analyze their 
relationship with the health measures. I lastly do the same substituting education for 
income and draw cross-national comparisons.
Bivariate Results
For the first part of my analysis, income, education, and self-rated health were 
cross-tabulated with presence of chronic conditions (diabetes, high blood pressure, and 
asthma), number of chronic conditions, difficulty with activities, and depression. I first 
analyze the within-country differences and then I compare them across Canada and the 
United States. I hypothesize that there will be a wider gap between average levels of 
self-rated health of Americans with higher and lower SES than found between upper and 
lower-class Canadians.
Presence o f Chronic Conditions
In this analysis, income and education are both significantly correlated with the 




Canadians in the lowest quintile were about ten percentage points more likely to have one 
or more chronic condition than those in the highest quintile, and this number jumps to 
about 14 percentage points for Americans (table 4.1). The difference in likelihood is even 
greater when looking at education. The gap between the least and most-educated 
Canadians and Americans stands at just over 22 percentage points and just under 18 
percentage points, respectively. For all income quintiles and education groups, 
Americans were slightly more likely to have one or more chronic condition.
Table 4.1 Percent with at Least One Chronic Condition by 
Income and Education
Income Quintile Canada United States










Education Canada United States
< High School 45.7 48.8
(352) (280)




University + 23.3 30.9
(218) (754)
(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted 
frequencies.
Results are significant at P < .05 within each country.
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Number o f Chronic Conditions
As with presence of chronic conditions, those on the lower end of the SES 
spectrum were more likely to have multiple chronic conditions (Table 4.2). People in the 
lowest income quintile in Canada were 3.5 percentage points more likely to have two to 
three chronic conditions. In the United States, this rich-poor gap jumps to seven 
percentage points. With education the gap increases even more. Canadians with less 
than a high school education were 5.6 percentage points more likely to have multiple 
chronic conditions, and their American counterparts were nearly ten percentage points 
more likely. Also presenting a sizeable contrast is the gap between Canadians and 
Americans. Based on the two tables presented, approximately 4.6 percent of all 
Canadians had two or more chronic conditions (an average of all the figures). The 
likelihood of an American having a chronic condition was around 7.8 percent (again, an 
average), a difference of 3.2 percent (7.8 -  4.6 = 3.2). This disparity shifts though when 
controlling for income and education. Americans in the highest income quintile were 
only 1.5 percentage points more likely to have multiple chronic conditions compared to 
Canadians in the same bracket, but those in the lowest quintile were twice as likely. 
Similarly, the gap between Americans and Canadians with a university education and 
multiple chronic conditions is much smaller (5.5-2.8 = 2.7) than the gap between 
Americans and Canadians who had multiple chronic conditions and less than a high 
school education (15.0 -  8.4 = 6.6).
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Table 4.2 Number of Chronic Conditions by Income and Education
Quintile Canada United States
0 1 2-3 0 1 2-3
Lowest 65.3 29.0 5.7 57.6 31.7 10.7
' (393) (174) (34) (475) (261) (88)
Low- 61.7 31.2 7.1 61.3 28.4 10.4
Middle (366) (185) (42) (480) (222) (81)
Middle 68.7 26.9 4.4 64.2 29.0 6.8
(482) (189) (31) (427) (193) (45)
Middle- 76.1 20.5 3.4 68.6 25.3 6.2
High (379) (102) (17) (535) (197) (48)
Highest 75.4 22.4 2.2 71.9 24.3 3.7
(421) (125) (12) (536) (181) (28)
Education Canada United-States
0 1 2-3 0 1 2-3
<H igh 54.3 37.3 8.4 , 51.2 33.8 15.0
School (418) (287) (65) (294) (194) (86)
High 70.8 24.5 4.7 63.4 28.2 8.4
School (694) (240) (46) (1143) (508) (152)
Voc/Comm. 71.4 25.3 3.4 63.5 . 28.7 7.9
College (528) (187) (25) (448) (202) (55)
University 76.7 20.5 2.8 69.1 25.4 .. 5.5
+ (718) (192) (26) (1281) (472) (102)
(N) = Total number of respondents 
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
Difficulty with Activities
There is a clear relationship between socioeconomic status and difficulty with 
activities for both Canadians and Americans (Table 4.3). This relationship holds 
especially true when looking at education. Canadians in the lowest two income quintiles 
were about 17 and a half percentage points less likely than Canadians in the highest 
quintile to say that they never experience any difficulty with activities. Similarly, they
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were approximately nine and a half percentage points more likely than those in the 
highest quintile to say that they often experienced difficulty. Those in the second-lowest 
quintile had a slightly higher chance of often experiencing difficulty than those in the 
lowest quintile, but this is not the case when looking at the United States. Americans in 
the lowest income quintile were 25.3 percentage points less likely to never have any 
difficulty, and they were 18 percentage points more likely to often have difficulty 
compared with Americans in the highest income quintile.
The contrast between socioeconomic groups is just as stark when looking at 
education. Canadians with less than a high school degree were nearly 26 percentage 
points less likely to never have difficulty and 14.3 percentage points more likely to often 
have difficulty than those with a university education or more. The figures for their 
American counterparts were 29.3 percentage points and 20.3 percentage points, 
respectively. As was the case with chronic conditions, Americans with the lowest SES 
have it the worst. Compared to Canadians in the lowest quintile, Americans in the lowest 
income quintile were just over ten percentage points more likely to often have difficulty. 
This discrepancy between Canadians and Americans all but disappears when looking at 
those in the highest quintile. The same thing applies when looking at education. 
Americans who did not graduate high school were nearly eight percentage points more 
likely to often have difficulty than Canadians in the same category, but Americans with a 
university education or more were only 1.7 percentage points more likely than university- 
educated Canadians to say the same.
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Table 4.3 Frequency of Difficulty with Activity by Income and Education
Quintile Canada United States
Never Sometimes Often Never Sometimes Often
Lowest 64.5 21.8 13.7 55.5 20.5 24.0
(387) (131) (82) (460) (170) (199)
Low- 61.4 23.1 15.5 62.8 18.9 18.3
Middle (364) (137) (92) (494) (149) (144)
Middle 72.9 16.8 10.4 68.4 21.5 10.1
(513) (118) (73) (455) (143) (67)
Middle- 75.9 17.3 6.8 79.4 14.1 6.5
High (377) (86) (34) (620) (110) (51)
Highest 80.7 14.3 , 5.0 80.8 13.2 6.0
(453) (80) (28) (605) . (99) (45)
Education Canada United States
Never Sometimes Often Never Sometimes Often
< High 54.4 25.0 20.6 48.0 23.7 28.3
School (420) (193) (159) (276) (136) (163)
High 71.1 18.7 10.2 65.8 19.1 15.2
School (698) (184) (100) (1191) (345) (275)
Voc/Comm. 73.0 19.7 7.3 66.2 19.7 14.1
College (541) (146) (54) (468) (139) (100)
University 80.3 13.4 6.3 77.3 14.7 8.0
+ (753) (126) (59) (1439) (274) (149)
(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
Depression
For both the United States and Canada, income showed a strong negative 
relationship with depression (table 4.4). Canadians in the lowest income quintile were 8.9 
percentage points more likely to have depression, and Americans in the lowest quintile 
were 12.2 percentage points more likely to have it compared with those in the highest 
quintile. Education did not produce this same effect, at least in Canada. There were no
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notable differences between the least and most educated individuals, and in fact those 
with a high school degree or some college (non-university) training were slightly more 
likely to be diagnosed with depression compared with those who did not complete high 
school or who did complete university. There was a relationship between education and 
depression for Americans, though this relationship is not nearly as strong as it was for 
income. Americans with the least amount of education were 7.3 percentage points more 
likely to have it compared to those with a university education, and those in the two 
middle education categories were about 4 percentage points more likely. Cross- 
nationally, Americans in the lowest two income quintiles and education categories had 
slightly higher rates of depression than Canadians in the same brackets. In the two 




Table 4.4 Percent with Depression by Income and Education












































(N) = Total number of respondents
Notes: The estimates for the survey data are based on
unweighted frequencies.
Results are significant at P < .05 within each country.
Self-Rated Health
Broadly speaking, Canadians in the highest category of education (a 
college/university degree or above) were much less likely to report poor self-rated than 
those within the lowest category of education (less than a high school degree) (table 4.5). 
Only 7.2 percent of university-educated respondents claimed to be in poor health, while 
27.4 percent of those with no high school degree said the same. The difference in the 
United States was even larger. While 6.5 percent of university-educated respondents
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reported poor self-rated health, among those with less than a high school education this 
number jumped to 38 percent—a gap of 31.5 percentage points.
The situation is flipped for excellent self-rated health. Among Canadians, 71.6 
percent of those in the highest education category claimed their health was either very 
good or excellent. This number drops to 38.6 percent for those in the lowest education 
category. On the American side, excellent self-rated health came in at 71.8 and 30.8 
percent, respectively.
In terms of SRH overall, there is more of a similarity between high-income and 
well-educated Canadians and Americans than there is between those in the lowest SES 
categories. Americans in the lowest income quintile were 6.7 percentage points more 
i likely than low-income Canadians to say that they were in poor health (26.8 percent vs. 
20.1 percent). Similarly, Americans with less than a high school education were 10.6 
percentage points more likely than their Canadian counterparts to say that they were in 
poor health and 6 percentage points less likely to say that they were in excellent health. 
Among those in the highest income quintile, the wealthiest Americans were only 1 
percentage point more likely to cite poor health than the wealthiest Canadians and half a 
percentage point more likely to be in excellent health. In terms of education, Canadians 
who had graduated from university were only 0.7 percentage points more likely than 
Americans to cite poor health, and the difference between those in excellent SRH was 
even smaller (Americans were 0.2 percentage points more likely to cite it.).
The trends in education and self-rated health followed a linear pattern. For both 
countries, those with less than a high school education were more likely to report poor 
health than those with a high school diploma or equivalent. Individuals with a high
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school diploma were more likely to report it than those who had graduated from a trade 
or vocational school. In turn, these individuals were more likely to report it than those 
with a university or college degree. The exact opposite happens for both countries in 
terms of excellent health. Individuals with a university or college degree are more likely 
to report excellent health than individuals with trade or vocational school training, and so 
on.
Table 4.5 Self-Rated Health by Income and Education
Quintile Canada United States
Poor Good Excellent Poor Good Excellent
Lowest 20.1 33.7 46.2 26.8 v 28.5 44.6
(121) (203) (278) (223) (237) (371)
Low- . 20.4 31.1 48.5 20.7 3 L0 48.3
Middle (121) (185) (288) (163) (244) (380)
Middle 11.2 27.7 61.1 10.5 30.9 58.6
: (79) (195) (431) (70) (206) (390)
Middle- 9.0 23.7 67.3 6.6 23.3 70.1
High (45) (118) (335) (52) (182) (548)
Highest 4.3 20.9 74.9 5.3 19.2 75.4
(24) (117) (420) (40) (144) (565)
Education Canada United States
Poor Good Excellent Poor Good Excellent
< High 27.4 35.9 36.8 38.0 31.2 30.8
School (212) (278) (285) (219) (180) (178)
High 12.1 29.2 58.7 17.4 30.5 52.0
School (119) (288) (578) (316) (553) (943)
Voc/Comm. 8.8 28.8 62.4 14.1 27.9 58.0
College (65) (214) (463) (100) (197) (410)
University 7.2 21.2 71.6 6.5 21.7 , , 71.8
+ (68) (199) (673) (121) (404) (1339)
(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
In sum, both objéctive and subjective indicators of health show a consistent
gradient across levels of socioeconomic status in both countries. There is a wider gap in
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health statuses among Americans, indicating greater inequality. Americans in the lowest 
socioeconomic bracket tend to fare much worse than their Canadian counterparts, while 
Americans and Canadians in the highest bracket are relatively equal.
Objective and Subjective Health by Nationality and Socioeconomic Status
In this section, I compare country of residence, self-rated health, and 
socioeconomic status (income and education) with presence of chronic conditions, 
number of chronic conditions, difficulty with activity, and depression. I first hypothesize 
that among Canadian individuals who rate their health as ‘poor’, those with higher SES 
will report fewer health problems than those with lower SES who rate their health as 
poor. I predict that this social class difference will be even greater for Americans. 
Similarly, I hypothesize that among Canadian individuals who rate theirhealth as 
‘excellent’, higher-SES individuals will still report fewer health problems than lower- 
SES individuals. Again, I predict this social class difference will be even greater for 
Americans. For all crosstabs, statistical significance was measured using chi-squared.
Presence o f Chronic Conditions
Sixty-two point one percent of Canadians with poor SRH and less than a high 
school education had at least one chronic condition, whereas only 54.4% of their 
university-educated counterparts cited the same (table 4.6). Interestingly, the group with 
the highest percentage of people who had chronic conditions was those who had 
graduated from trade or vocational school—70.8%.
The gap between those with low and high levels of education gets even greater 
when looking at individuals with excellent SRH.1! Twenty-nine point two percent of 
Canadians with less than a high school education who say their health is very good or
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excellent still have at least one chronic condition. Among those with a university 
education, this drops to 16.7%.
• Fewer Americans than Canadians with poor SRH have no chronic conditions 
(Table 4.6). In the United States, the difference between those with low and high 
amounts of education who are in poor SRH is fairly equal (65.6 percent vs. 60.8 percent) 
when compared with the gaps seen elsewhere. For those with less than a high school 
education, 65.6% have at least one chronic condition, while only 60.8% of their well- 
educated counterparts claimed the same. As is the case with Canadians, the gap for 
Americans is wide among individuals in excellent SRH. Thirty-three point three percent 
of those individuals with low education still have at least one chronic condition, 
compared to only 24.5% of those with high education.
The results presented in Table 4.6 show a significant gap between Canadians and 
Americans, with Americans having more chronic conditions overall. After accounting 
for SRH, it seems that this gap is especially prominent among individuals in poor health. 
Americans in the lowest income quintile in poor SRH are 12.1 percentage points more 
likely to have at least one chronic condition than Canadians with the same status (67.1- 
55.0). Low-income Americans in excellent SRH are 6.1 percentage points more likely to. 
Similarly, Americans in the highest income quintile who had poor SRH were 10.8 
percentage points more likely than high-income Canadians to cite at least one chronic 
condition, while those high-income Americans with excellent SRH were only 4.5 
percentage points more likely to. With higher levels of education, this stark contrast 
between countries disappears somewhat. Americans in poor SRH with a high school 
education are still 9.8 percentage points more likely than high school educated Canadians
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to have at least one chronic condition, but for those in the lowest education category, the 
gap between Americans and Canadians in poor SRH is only 3.5 percentage points. 
Canadians in poor SRH who have graduated from community college actually fare worse 
than Americans in the same situation, with a difference of 12.2 percentage points.
Among those in excellent SRH, however, the advantage shifts back to Canadians, with 
Americans being 7.8 percentage points more likely to have at least one chronic condition. 
The gap among university-educated respondents also favors Canadians, though again by 
a smaller amount. University-educated Americans in poor SRH are 6.4 percentage points 
more likely than university-educated Canadians to have a chronic condition, and for those 
in excellent SRH, this number increases to 7.8 percentage points.
In sum, Americans with the lowest SES in poor SRH were the most likely to have 
at least one chronic condition, and this is true for both income and education (with the 
exception on Canadians in poor SRH who had graduated from community college). 
Canadians with the highest SES in excellent SRH were the least likely to have a chronic 
condition. These findings generally support my hypotheses in that lower-SES individuals
V
were more likely to cite more chronic conditions regardless of self-perceived health.





Poor SRH Excellent SRH Poor SRH Excellent SRH
Lowest 55.0 19.4 , 67.1 26.5
(66) (54) (147) (98)
Low-Middle 67.8 21.2 59.0 27.4
(82) (61) (95) (104)
Middle 54.4 23.4 57.1 25.4
(43) (100) (40) (99)
Middle-High 57.8 16.7 63.5 24.7
(26) (56) (33) (135)
Highest 54.2 17.9 65.0 22.4
(13) (75) (26) (126)
Education Canada Unitec States
Poor SRH Excellent SRH Poor SRH Excellent SRH
< High School 62.1 29.2 65.6 .... 33.3
(131) (83) (143) (59)
High School 52.9 21.0 62.1 25.3
(63) . (121) (193) (238)
Voc/Comm. 70.8 17.6 58.6 " 25.4
College (46) (81) (58) (104)
University + 54.4 16.7 60.8 24.5
(37) (112) (73) (327)
(N) = Total number of respondents.
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
Number o f Chronic Conditions ■ s
Taking into account the actual number of chronic conditions adds little to the 
picture for Canadians or Americans (Tables 4.7 and 4.8). The total number of individuals 
with two or more chronic conditions was often statistically insignificant, especially 
among those in excellent SRH. Very few with excellent SRH have more than one chronic 
condition. While the percentage of these individuals is slightly higher for Americans, the 
low sample size restricts the conclusions that can be drawn. Of somewhat greater 
significance was the percentage of individuals with more than one chronic condition in 
poor SRH. Among the lower income quintiles there was no clear relationship between
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income and number of chronic conditions. However, data for the highest quintiles in 
Canada and the U.S. were too small to draw any conclusions from. Roughly the same 
holds true for education. In the U.S. there is no apparent relationship between number of 
chronic conditions and education at all levels. In Canada there is no relationship either, 
but the number of respondents in the highest two education categories is also too low to 
draw conclusions.
Table 4.7 Self-Rated Health and Number of Chronic 
Conditions by Income
Canada
Quintile Poor SRH Excellent SRH
0 1 2-3 0 1 2-3
Lowest 45.0 40.8 14.2 80.6 18.-Q 1.4
(54) (49) (17) (224) (50) (4)*
Low- 32.2 50.4 17.4 78.8 19.4 1.7
Middle (39) (61) (21) (227) (56) (5)*
Middle 45.6 34.2 20.3 76.6 22.0 1.4
(36) (27) (16) (328) (94) . (6)*
Middle- 42.2 46.7 11.1 83.3 14.9 1.8
High (19) (21) (5)* (279) (50) (6)*
Highest 45.8 50.0 4.2 82.1 17.0 1.0
(11) (12) (D* (343) (71) (4)*
United States
Quintile Poor SRH , Excellent SRH
0 1 2-3 0 1 2-3
Lowest 32.9 ■; 40.6 26.5 73.5 24.1 2.4
(72) (89) (58) (272) (89) (9)*
Low- 41.0 35.4 23.6 72.6 23.9 3.5
Middle (66) (57) (38) (276) (91) (13)
Middle 42.9 31.4 25.7 74.6 23.4 2.1
(30) (22) (18) (290) (91) (8)*
Middle- 36.5 30.8 32.6 75.3 21.2 . 3.5
High (19) (16) (17) : (412) (116) (19)
Highest 35.0 42.5 22.5 77.6 20.3 2.1
':V\ • (14) (17) (9)* (436) (114) (12)
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(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
* Cell counts with fewer than 10 should be interpreted with caution
Table 4.8 Self-Rated Health and Number of Chronic Conditions by Education
Canada
Education Poor SRH Excellent SRH
0 1 2-3 0 1 2-3
< High 37.9 45.0 17.1 70.8 26.8 2.5
School (80) (95) (36) (201) (76) (7)*
High 47.1 37.0 16.0 79.0 19.1 1.9
School (56) (44) (19) (454) (110) (ID
Voc/Comm. 29.2 56.9 13.8 82.4 16.7 0.9
College (19) (37) (9)* (380) (77) (4)*
University '■ 45.6 41.2 13.2 83.3 15.4 1.3
+ (31) (28) (9)* (558) (103) (9)*
United States
Education Poor SRH Excellent SRH
0 1 2-3 0 1 2-3
<H igh 34.4 40.4 25.2 66.7 27.1 6.2
School (75) (88) (55) (118) (48) • (ID
High 37.9 36.0 26.0 74.7 22.6 2.7
School (118) (112) (81) (703) (213) (25)
Voc/Comm. 41.4 30.3 28.3 74.6 . 21.8 3.6
College (41) (30) (28) (305) (89) (15)
University 39.2 38.3 22.5 75.5 22.2 2.3
+ (47) (46) (27) (1008) (296) (31)
(N) = Total number of respondents 
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
* Cell counts with fewer than 10 should be interpreted with caution
Difficulty with Activities
Looking at the extent to which an individual has difficulty with activities shows 
that those in the lowest income quintiles as well as those who are less-educated are still at 
a disadvantage. Among Canadians in poor SRH, only 19 percent in the lowest income 
quintile never have any difficulty, while 43.2 percent in the second-highest quintile never
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have any difficulty (Table 4.9). Though Canadians with poor SRH in the highest quintile 
say that they never have difficulty at about the same rate as those in the lowest quintile 
(20.8 percent), the actual number of respondents is too low to be considered statistically 
significant. The income discrepancy is also visible with Canadians in poor SRH who say 
that they often experience difficulty. Forty-four point six percent in the lowest quintile 
claimed this while only 27.3 percent in the second-highest quintile said the same. Again, 
the number of respondents in the highest quintile was too low to be significant. :
There is much less of a gap among Canadians who say they are in excellent SRH. 
Eighty-four percent of respondents in the lowest quintile and 86 percent of respondents in 
the highest quintile never experience any difficulty. Very few Canadians in excellent 
SRH often experience difficulty with activities, but those in the second-lowest income 
quintile are 2.1 (5.9 -  3.8) percentage points more likely to when compared with those in 
the highest quintile. The number of respondents in the lowest quintile was too small to 
be significant.
The gap between income quintiles is even more pronounced when looking at the 
United States. Americans in poor SRH in the lowest income quintile are 30.2 (50.0 -  
19.8) percentage points less likely than those in the highest quintile to never experience 
any difficulty with activities, and they are 18.6 (53.2 -  34.6) percentage points more 
likely to often experience difficulty when compared with those in the second-highest 
quintile. As with the Canadian data, the income disparity shrinks a bit for Americans in 
excellent SRH, but still clearly exists. Americans with excellent SRH in the lowest 
quintile are just under ten percentage points less likely to never have difficulty, and are 
six percentage points more likely to often experience difficulty.
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In the education category, twenty percent of Canadians in the lowest education 
category with poor SRH never have any difficulty compared to 27.9% for those in the 
highest education category (Table 4.10). Conversely, 47.2% percent of respondents with 
poor SRH and less than a high school degree state that they often have difficulty with 
activities, compared to 41.2% of the highest educated. Those with the least amount of 
education were also slightly more likely to report occasional difficulty with activity, as 
well. Those who had a high school degree or vocational school training fell somewhere 
in the middle on all accounts.
For Canadians with excellent SRH, less-educated individuals still experience 
more difficulty. Seventy-seven point four percent never have difficulty with everyday 
activities, while 87.4% of those with a university education claim the same. Seven point 
one percent of individuals in the lowest education category often experience difficulty, 
and this number drops to 3.3% for those in the highest category. ;
Even after controlling for SRH, Americans still fared slightly worse on objective 
health measures than Canadians when looking at income. Americans in the lowest 
income quintile in poor SRH were 0.8 percentage points more likely to never have 
difficulty with activity, but 8.6 percentage points more likely to often have difficulty. 
Results from the highest quintile are too small to be significant, but looking at the 
second-highest quintile shows that Americans in poor SRH are one percentage point 
more likely to never have difficulty yet 7.3 percentage points more likely to often have 
difficulty. For low-income Americans and Canadians in excellent SRH, the situation still 
favours Canadians. They are 7.9 percentage points more likely to never have difficulty. 
Comparing those in the second-lowest quintile (due to a small sample size in the lowest),
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Canadians are 3.6 percentage points less likely to say that they often do. Finally, looking 
at those in the highest quintile in excellent SRH, Canadians and Americans are equally 
likely to never experience any difficulty (86.0 percent), Americans are only slightly more 
likely to often experience difficulty (a gap of 0.4 percent).
A higher percentage of those in the United States either without a high school 
degree or with a university degree who reported poor SRH never experience difficulty 
with activities compared to Canadians, though there is still a notable gap between 
education categories. Among those in excellent SRH, this gap widens considerably. 
Sixty-eight point five percent of those in the lowest category never experience difficulty, 
whereas 85.4% in the highest category never do.
Generally speaking, low-SES Canadians and Americans had more difficulty with 
activity irrespective of perceived health status. For example, over half of all Americans 
in the lowest income quintile in poor SRH said that they often had difficulty, whereas 
only 17.5 percent of those in the highest quintile said the same. These findings suggest 
that low-income and less-educated individuals are not only burdened with more 
problems, but that they do not necessarily evaluate these problems in the same way as do 
individuals with more income and more education.
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Table 4.9 Self-Rated Health and Difficulty with Activities by Income
Canada
Quintile Poor SRH Excellent SRH
Never Sometimes Often Never Sometimes Often
Lowest 19.0 36.4 44.6 84.2 13.3 2.5
(23) (44) (54) (234) (37) (7)*
Low- 21.5 36.4 42.1 79.9 14.2 5.9
Middle (26) (44) (51) (230) (41) (17)
Middle 26.6 29.1 44.3 84.4 12.3 3.3
(21) (23) (35) (363) (531 (14)
Middle- 1 43.2 29.5 27.3 83.6 12.2 4.2
High (19) (13) (12) (280) (41) (14)
Highest 20.8 50.0 29.2 86.0 10.2 3.8
(5)* (12) (7)*- (361) (43) (16)
United States
Quintile Poor SRH Excellent SRH
. Never Sometimes Often Never Sometimes Often
Lowest 19.8 27.0 53.2 76.3 13.5 10.2
(44) (60) (118) (283) (50) (38)
Low- 24.5 32.5 42.9 80.5 10.0 9.5
Middle (40) (53) (70) (306) (38) (36)
Middle 30.0 41.4 28.6 79.7 15.4 4.9
(21) (29) (20) (310) (60) (19)
Middle- 44.2 21.2 34.6 85.7 11.2 3.1
High (23) (ID (18) (469) (61) (17)
Highest 50.0 32.5 17.5 86.0 9.7 4.2
(20) (13) or (486) (55) (24)
(N) = Total number of respondents 
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
* Cell counts with fewer than 10 should be interpreted with caution
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Table 4.10 Self-Rated Health and Difficulty with Activities by Education
Canada
Education Poor SRH Excellent SRH
Never Sometimes Often Never Sometimes Often
<High 20.3 32.5 47.2 77.4 15.5 7.1
School (43) (69) (100) (219) (44) (20)
High 29.7 33.9 36.4 80.8 14.5 4.7
School (35) (40) (43) (467) (84) (27)
Voc/Comm. 20.0 43.1 36.9 83.5 13.6 2.8
College (13) (28) (24) (386) (63) (13)
University 27.9 30.9 41.2 87.4 9.4 3.3
+ (19) (21) (28) (587) (63) (22)
Linited States
Education Poor SRH Excellent SRH
Never Sometimes Often Never Sometimes Often
<High ■’ 26.6 30.3 43.1 68.5 16.3 15.2
School (58) (66) (94) (122) (29) (27)
High 24.1 , 33.5 42.4 81.0 : 11.7 7.3
School (76) (106) (134) (763) (110) (69)
Voc/Comm. 27.0 28.0 45.0 79.0 14.9 6.1
College (27) (28) (45) (324) (61) (25)
University 35.0 30.8 34.2 85.4 . 9.8 4.9
+ (42) (37) (41) (1142) (131) (65)
(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted frequencies.
Results are significant at P < .05 by column within each country.
Depression
Depression is negatively associated with income for Canadians and Americans, 
and positively associated with education, but only for Canadians (table 4.11). Canadians 
in the lowest income quintile in poor SRH were 10.1 percentage points more likely to be
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depressed than those in the highest quintile (35.1 — 25.0). However, this should be 
interpreted with caution, as the sample size for the highest quintile was quite small.
Those in the lowest quintile in excellent SRH were 7.7 percentage point more likely to be 
depressed (14.4 -  6.7). Poorer Americans were also more likely to be depressed. The 
gap between the lowest and highest quintiles for people in poor and excellent SRH was 
12.2 percentage points and 6.7 percentage points, respectively.
Surprisingly, well-educated Canadians in both poor and excellent SRH were the 
most likely of any category (within Canada) to be depressed. Those in poor SRH were 
14 percentage points more likely than those without a high school degree to be depressed, 
and those in excellent SRH were 0.7 percentage points more likely to claim the same.
The situation in the United States presents a somewhat blurrier picture. For individuals 
in excellent SRH, there is an educational gradient in depression, though community 
college graduates are just slightly more likely than high school graduates to have it. The 
gap between the least-educated and the most-educated stands at 8.3 percentage points. In 
contrast, depression among Americans in poor SRH follows no real pattern at all. Those 
at the two ends of the education spectrum are almost as equally likely to have depression 
(though those who did not graduate high school were still 1.2 percentage points more 
likely), and those in the middle two categories fared the worst—27.8 percent of high 
school graduates were depressed and 32.6 percent of community college graduates were.
Cross-nationally, there was very little difference in rates of depression by income 
category. The only exception was among Canadians and Americans in the second- 
highest quintile in poor SRH, with Canadians being 15 percentage points more likely to 
be depressed. Similar to the gap between Canadians in poor SRH in the highest and
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lowest quintile though, this must be interpreted carefully due to the small American 
sample size. Regarding education, there is also very little difference cross-nationally, 
with the exceptions being among those with less than a high school education in excellent 
SRH and those with a university education or higher in poor SRH. In the first,
Americans are 6.9 percentage points more likely than their Canadian counterparts to have 
depression, while in the second, Canadians are 12.2 percentage points more likely than 
Americans.
Table 4.11 Self-Rated Health and Percent with Depression by Income and Education
Quintile Country
Canada Unitec States
Poor SRH Excellent SRH Poor SRH " - Excellent SRH
Lowest 35.1 14.4 38.5 12.3
(39) (39) (80) (45)
Low-Middle 26.5 11.8 25.2 11.5
(30) (33) (38) (43)
Middle 28.9 9.4 28;4 5.9
(22) (40) (19) • (23)
Middle-High 31.7 6.0 16.7 6.9
(13) (20) (8)* (38)
Highest 25.0 6.7 26.3 5.6
(6)* (28) (10) (31)
Education Canada Unitec States
Poor SRH Excellent SRH Poor SRH Excellent SRH
< High School 21.9 8.0 24.9 14.9
(43) (22) (51) (26)
High School 32.1 8.7 27.8 7.6
(36) (49) (81) (71)
Voc/Comm. 31.1 8.1 32.6 7.9
College (19) (37) (31) (32)
University + 35.9 8.7 23.7 6.6
(23) (58) (27) (88)
(N) = Total number of respondents
Notes: The estimates for the survey data are based on unweighted frequencies. 
Results are significant at P < .05 by column within each country.
* Cell counts with fewer than 10 should be interpreted with caution
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Summary
To sum things up, there is a wider gap in overall levels of health for Americans by 
socioeconomic status compared with Canadians. Poor Americans have the worst self- 
rated health, are the most likely to have chronic conditions and difficulty with activities, 
and are the most likely to be depressed. Canadians with higher levels of SES are more 
likely to have better health, though this correlation is much weaker than it is for 
Americans.
Socioeconomic status plays a clear role in health outcomes even after controlling 
for perceived health status, or self-rated health. Individuals in poor SRH on average cited 
more problems than those in excellent SRH, but within each of these two health 
categories, social class differences are quite evident. Among those who claimed they 
were in poor SRH, Americans in the lowest socioeconomic categories (income quintile 
and education) most frequently fared the worst. Americans in the lowest income quintile 
who reported poor SRH were more likely than either Canadians in any income quintile or 
Americans in the higher income quintiles to have at least one chronic condition, have 
more than one chronic condition, often have difficulty with activities, and be depressed. 
The difference ranged from as little as 3.4 percentage points (percent with depression, as 
compared with Canadians in the lowest income quintile) to 35.7 percentage points 
(percent who often have difficulty with activities, as compared with Americans in the 
highest quintile). Education and poor SRH presents a similar picture, though not quite as 
clear-cut as with income. Americans reporting poor SRH with less than a high school
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education were most likely to have at least one chronic condition compared with others in 
poor SRH. As a whole, Americans fared much worse in this category than Canadians.
An average of 25.5 percent of Americans with poor SRH had two to three chronic 
conditions, whereas only 15.3 percent of Canadians in poor SRH did. Canadians with 
less than a high school education who were in poor SRH fared the worst when it came to 
difficulty with activities, and were the most likely to say they often experienced 
difficulty. Still, there was a wider socioeconomic gap for Americans. The difference
i
between the least and most educated in terms of often experiencing difficulty was 6.0 
percentage points for Canadians and 8.9 percentage points for Canadians. Finally, 
Americans in poor SRH with less than a high school education were just slightly more 
likely than university-educated Americans and Canadians without a high school 
education to have depression, but the group that was most likely to in this case was 
Canadians with a university degree or higher. The positive relationship between 
education and depression among Canadians with poor SRH is perhaps the most striking 
and atypical finding, and will be discussed further in the next chapter.
Even among those reporting excellent SRH, Americans in the lowest 
socioeconomic category tended to fare the worst. Looking at income, more than one 
quarter of Americans in the lowest and second lowest quintile had at least one chronic 
condition, compared with fewer than twenty percent of Canadians in the highest quintile. 
Lowest-income Americans in excellent SRH were also the most likely to say that they 
often experienced difficulty with activities. Lowest-income Canadians in excellent SRH 
were actually the least likely to claim this, though the low number of respondents is 
problematic. Finally, lowest-income Canadians were the most likely to be depressed.
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Chapter Five: Discussion and Conclusion
Introduction
Worldwide, SES is correlated with better health outcomes. Individuals in the 
highest echelons of society have a longer life expectancy, fewer illnesses, and greater 
access to healthcare (Wilkinson and Marmot, 2003; Lorant et al. 2003). Social class 
differences in health outcomes are even greater in societies with high levels of income 
inequality than in societies with more moderate levels of income inequality (Kawachi and 
Kennedy, 1997). Research suggests that people compare their relative status to that of 
their peers, and when the gap between an individual and those who are “best” off is
larger, s/he feels relatively shortchanged (Wilkinson, 2005). Through policies that
, ». , . . . . .
redistribute wealth, the state can play a large role in reducing overall societal disparities, 
which in turn can reduce health disparities. Stemming from this, although Canada and 
the United States might be culturally quite similar, there are significant differences in 
terms of income inequality and how much of a safety net the respective governments 
provide. This is true especially in terms of access to healthcare. Canada provides basic 
health coverage to all its citizens while the United States does not. In turn, many 
Americans, particularly lower-class Americans, have a much harder time making use of 
healthcare services. Self-rated health may be seen in part as a reflection of both 
individual resources and the overall level of inequality within a society. Much is known 
about the ability of health measures, such as SRH to predict morbidity and mortality, yet 
in spite of its robustness in these terms, comparatively little is known about what exactly 
individuals take into account when making these self-assessments. Given our knowledge 
about the relationship between SES and health, I hypothesized that there are significant
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differences in the overlap between objective and subjective accounts of health according 
to social class and level of income inequality within nations.
- To test these hypotheses, I used the Joint Canada/United States Survey of Health 
(JCUSH). This survey, conducted in 2002-2003, asked approximately 3,500 Canadians 
and 5,000 Americans a host of health-related questions ranging from SRH, to annual 
hospital visits, to current health problems. I separated respondents by nationality, SES, 
and SRH status. I then looked at the percentage of each subgroup that cited chronic 
illnesses, difficulty with activity, and depression.
Study results indicate that within categories of SRH, lower-SES individuals are
\
still more likely to have a higher number of health problems. The social class differences 
are especially pronounced in the United States. This chapter first discusses the 
significance and implications of my findings with regards to previous research on social 
class differences in health, the role of the state and relative inequality, and self-rated 
health as an overall concept. Inext discuss some of the limitations of this project, and
conclude by offering suggestions for future research and providing some final thoughts.
\
Discussion
At the end of my literature review, I introduced five hypotheses. In the discussion 
below I return to these hypotheses and offer my explanations for the results in connection 
with the previous literature.
Generally speaking, Canadians and Americans have about the same level of SRH 
overall. In this analysis we saw that slightly higher percentage of Americans have poor 
SRH (15.5 percent vs. 13.7 percent), and a slightly higher percentage of Canadians have 
good SRH (28.7 percent vs. 26.9 percent). The percentage of those in excellent SRH
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across countries is equal (57.6). Breaking it down by SES shows that Americans and 
Canadians at the higher end of the spectrum have similar levels of poor, good, and 
excellent SRH, yet for those at the lower end, Americans have much higher levels of poor 
SRH and much lower levels of excellent SRH. Very few direct cross-national 
comparisons between the U.S. and Canada in terms of SRH have been made, so it is 
difficult to say whether these results are unusual or not.
In terms of health outcomes, results show that Americans as a whole are more 
likely than Canadians to have at least one chronic condition, or to have multiple chronic 
conditions. They are generally more likely to report never having difficulty with 
activities and slightly more likely to often have difficulties. There are few overall 
differences in rates of depression by country. However, breaking these results down by 
SES considerably changes how we think about these differences.
It is clear that low-SES Americans suffer the most of all groups and that there is 
little difference between high SES Canadians and Americans. Other studies analyzing
the JCUSH have found the same thing. Using the Health Utilities Index Mark 3 (a
\
composite measure of health-related quality of life), Eng and Feeny (2007) concluded 
that while overall levels of health between the two countries were similar, Americans 
with low levels of income and education were much worse off. They attribute these 
inequalities in part to the fact that Canada offers its citizen a “safety net” of health 
insurance. This supposed safety net ensures that no one is denied basic medical treatment 
due to financial constraints.
This safety net, however, is not a perfect solution. If it were, we would expect to 
see minimal social class differences in health. Yet even with this safety net of health
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insurance, there are still sizeable social class differences in general health outcomes. The 
differences in general outcomes are consistent with the fundamental cause theory as well 
as the large body of literature that finds a strong link between SES and health. What 
remains unclear now are the mechanisms that explain why lower-SES individuals would 
still perceive their health as excellent even when facing greater amounts of objective 
health problems. This difference in perception indicates that there is something about 
social class beyond objective indicators that can influence how health problems are 
assessed. • ■
Though lower-class Canadians and Americans both fared worse than their upper- 
class counterparts in terms of objective health outcomes, lower-class Americans fared the 
worst of all. Since the JCUSH only measured income quintiles as opposed to actual 
income, it is possible that Americans in the lowest quintile(s) are monetarily worse off 
than their Canadian counterparts. Levels of income inequality are significantly higher in 
the United States than in Canada, so this scenario is quite plausible (Human Development 
Report, 2009). But this does not explain the U.S. -  Canada gap in terms of education. 
Americans who did not graduate high school are still much more likely than Canadians 
who did not graduate high school to have multiple chronic conditions and to often have 
difficulty with activities. Low education does not necessarily mean low income, though 
jobs that require less education often offer fewer health insurance benefits (Currie and 
Madrian, 1999). In Canada, this might mean that employees do not have access to 
supplemental health insurance that covers things such as prescriptions and dental work.
In the United States, it can mean that employees do not have access to insurance at all 
Again, it goes back to the issue of a government-provided safety net. Even after
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controlling for SRH, low SES among Americans is still significantly correlated with 
more health problems.
Low-SES Canadians in poor SRH fared worse than high-SES Canadians in poor 
SRH in terms of presence of chronic conditions, number of chronic conditions, and 
difficulty with activities. The relationship between poor SRH, SES, and depression is a 
lot more convoluted. While Canadians in the lowest income quintile did have the highest 
rate (35.1 percent), Canadians in the second-highest quintile had the second-highest rate 
(31.7 percent). The number of depressed Canadians in poor SRH in the highest quintile 
was too small to be statistically significant. By education, however, the most-educated 
were the most likely to be depressed and the least-educated were the least likely to be 
depressed. The variability in the relationship between SES and depression alludes, to a 
similar variability in research on overall trends between the two. In a meta-analysis of 
more than 50 studies, Lorant et al. (2003) suggested that the relationship between SES
* i
and depression was “controversial”. Low-SES individuals did have greater odds of being 
depressed, but the relationship was strongly dependent upon how depression and SES
\ p-
were measured as well as other factors such as region and time.
Another result that did not fit with predictions was the fact that those with a 
vocational degree in poor SRH were the mostly likely to have at least one chronic 
condition. This may be due in part to the nature of work that comes with a vocational 
degree. These degrees often provide the technical skills necessary for one particular type 
of job. These jobs, then, are often labor-intensive. An example of this would be 
something like an auto mechanic or police officer. The physical nature and often-.
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stressful environment of these jobs could lead to a slight increase in things such as 
asthma or heart disease.
That lower-SES Canadians in poor SRH have more chronic conditions and ; 
difficulty with activities comes as no surprise given that worldwide, people with less 
social standing tend to have more health problems. Lower income and education limit 
the ability to take care of oneself through a number of different means. Even when basic 
healthcare is free and widely accessible as it is in Canada, any number of factors can still 
limit how much the healthcare system gets used and the rate at which people acquire 
diseases. Though seeing a family physician or specialist costs a Canadian nothing, s/he 
still may need to take time off work if the doctor is only available during regular business 
hours. Many low-paying and/or part-time jobs do not offer paid sick leave. If not going 
to work for a day means missing out on that money, it essentially is costing money to see 
a doctor. Furthermore, most province-run insurance programs do not cover the cost of 
prescription medications. It is up to the employer to provide supplementary coverage. 
Though Canada does put caps on the amount pharmacies can charge, one drug alone can
V
still cost hundreds of dollars a month. For instance, a popular migraine drug, Maxalt, 
costs upwards of $100 for six pills. If taking Maxalt or similar expensive drugs can help 
an individual be active and go about daily activities, this could explain some of the gap 
seen in difficulty with activities. An upper and lower-class person may both be in poor 
health, but the upper-class person can afford to manage his/her health with prescription 
drugs or other health services such as chiropractic care or physical therapy.
The distance between upper and lower-class Canadians with poor SRH was much 
smaller compared to upper and lower-class Americans in poor SRH. But even with a
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more egalitarian healthcare system, poorer and less-educated individuals are still at a 
disadvantage, giving further proof to the idea that there is something about social class 
itself that can lead to health problems. Canadians with low SES and a chronic condition 
may find it difficult to take time off work to see a specialist. They may also lack the 
financial resources to maintain a healthy diet, join a gym, buy medications, etc. Still, the 
fact remains that perceptions of ‘what is healthy’ seems to differ by social class. The 
idea that we compare ourselves to our peers may explain in part why this gap in 
perception exists. People’s social networks are often very similar demographically, so 
upper and lower-class individuals may have different conditions by which they compare 
themselves.
Americans in the lowest income quintile and education category with poor SRH 
consistently fared worse than Americans in the highest income quintile and education 
category with poor SRH. As was the case before controlling for SRH, the difference 
between them was often larger than the difference between Canadians in the same 
categories. Compared to Canada, the relationship between SES and health was much 
more consistent. Americans in the lowest quintile in poor SRH fared worse than those in 
the highest quintile in every single variable that was statistically significant. Though 
lowest-income Americans did not always rank worse than everyone else (For instance, 
Americans in the second-highest income category were more likely to have multiple 
chronic conditions.), the overarching trends consistently places them at or very close to 
the bottom.
/
What this means is that lower-class Americans who claim they are in poor health 
are in fact in really poor health. They may have existing health problems that they are
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unable to address due to financial constraints. As an example, in the case of diabetes, 
there are a number of warning signs that can happen before an individual reaches the full­
blown stage, such as constantly feeling tired and thirsty. Someone with both health 
insurance and the education to recognize such symptoms may see a doctor before these 
symptoms get out of control. S/he is able to manage the disease with regular monitoring, 
daily insulin injections, and a diet that discourages these symptoms from emerging again. 
Someone without health insurance, upon seeing these symptoms, may ignore them until 
his/her blood sugar drops so low that s/he falls into a coma and has to be taken to the 
emergency room, at a cost much higher than seeing a family physician. On top of this, 
s/he cannot always afford the insulin and does not always have access to the best foods.
Among Canadians who rated their health as excellent, education was correlated 
with better health outcomes in terms of presence of chronic conditions and difficulty with 
activities. The effects of income are a bit more mixed. Those in the lowest quintile did 
tend to fare slightly worse than those in the highest quintile, but the relationship was far 
from linear. For instance, middle-quintile Canadians in excellent SRH were the most 
likely to have at least one chronic condition.
The consistency of the positive relationship between socioeconomic status and 
health status among Americans in excellent SRH is especially striking given how 
inconsistent the Canadian data was. Low-SES Americans in this category were more 
likely to have at least one chronic condition, were more likely to often have difficulty 
with activities, less likely to never have difficulty with activities, and were more likely to 
be depressed than high-SES Americans. This is true whether one looks at SES by income 
quintile or by education.
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Throughout the analysis, income is more strongly associated with health problems 
than education. This may speak to income’s relative elasticity rather than the impact that 
money has itself. Education is a fairly rigid measure. Once a person achieves a certain 
level of education there is no going back or “downgrading”; one can only move up. 
Income on the other hand can change throughout the life course, and may be a better 
reflection of current circumstances. If a person has a high degree of education but cannot 
work because of illness, this will be reflected in his/her income. So it might not be just 
that low income leads to poor health, but that poor health can also lead to a lower income; 
the variables both impact each other.
. The theory of relative inequality argues that we compare our situation to those of 
our peers. If this is the case, it may explain in part why some low-SES individuals 
evaluate their health as excellent even in the face of chronic conditions, etc. While there 
might be a large economic and health gap between the poorest and their wealthier peers, 
the group of people one compares oneself to is likely to be one’s own circle of friends. 
Given that people are most often friends with those in similar social class backgrounds, it 
makes sense that those who are lower-class would perceive their health somewhat 
differently. If a lot of your friends have multiple chronic conditions and are in constant 
pain, having one chronic condition and occasional pain might not seem so bad. By 
comparison, if your friends are wealthy and can get problems taken care of before they 
become too much of a burden, having one chronic condition and occasional pain might 
make you the “worst” off.
Link and Phelan’s (1995) fundamental cause theory states that the condition of 
poverty is fundamentally linked to poorer health outcomes as individuals have less access
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to resources such as education, nutrition, and proper healthcare. Strategies that focus on 
reducing health problems by targeting the individual are ineffective because they do not 
address the root of the problem.
Someone like my friend Kara who claims that she “doesn’t get sick” could have 
some problems already. Ignoring or minimizing these problems may very well make 
them worse. By doing so, she is also setting herself up for more health problems in the 
future. '
Limitations
The results from this thesis should be interpreted with some caution. While I did 
my best to present the data as they are, there are still the issues of sample size, statistical 
significance, and the fact that all measures were self-reported. Though the sample size 
started out with around 8,000 people, after being categorized into smaller and smaller 
groups, some of the resulting sample sizes were quite small. This was especially 
noticeable when looking at those in excellent self-rated health with two to three chronic 
conditions. Given the thought process behind this (having excellent health yet also 
having to manage multiple diseases) it should come as no surprise that so few people did 
fall in this category. There were also fewer than ten respondents in some of the groups 
pertaining to difficulty with activity (for instance, Canadians in the lowest income 
quintile and excellent SRH who say that they often have difficulty with activity). In the 
cases where there were fewer than ten respondents I did make note of it, but even using a 
group of 100 individuals to generalize about a whole country is not without risk. Also 
limiting the sample size was the number of individuals who were removed from my 
analysis because they did not respond to the question on income. As mentioned in
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chapter three, a majority of these individuals were likely to be lower-class. The 
relationship between SRH and SES might have been even more drastic had they been 
included.
Both race and age could be confounding variables, especially among lower-SES 
individuals. African Americans in the United States are more likely to be of a lower 
social class. Thus, some of the low-SES effects seen may be due to race rather than
f j
income or education. Additionally, as individuals age, their health deteriorates and their 
income drops, thus increasing the probability that lower-income individuals are more 
likely to be in poor health. Nevertheless, these extraneous factors do not explain away 
the social class differences after self-rated health is taken into account.
Another issue of statistical significance arises when making cross'-country 
comparisons. Though all the data were statistically significant within each 
socioeconomic category by country, I did not test for international significance. Even so, 
the apparent differences between Canada and the United States were quite consistent and
matched up with previous expectations. Were a test of statistical significance to be done
\
I surmise that it would support the findings.
Finally, all of the measures I analyzed were self-reported and not based on an 
actual medical diagnosis. It is possible that the actual instances of heart disease, diabetes, 
and asthma were under-reported, particularly among those groups with tenuous access to 
the healthcare system. However, that lower-class individuals fared the worst on objective 
measures of health even in the presence of these measurement issues suggests that social 
class differences in health are even more striking than we are able to observe in these 
data. In addition, ‘difficulty with activity’ is a rather ambiguous term, and though it was
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clarified a bit more in the actual survey, it is still possible that its definition was 
interpreted differently by different individuals. Depression may also have been over or 
under-reported. Men in particular have been known to underestimate and under-report 
depressive symptoms, yet women may sometimes over-report them (Hunt, Auriemma, 
and Cashaw, 2003; Brommelhoff et al, 2004). ■
Conclusion
What matters in this study are not the mere health outcomes themselves, but 
rather the perception of health in comparison with health outcomes. Individuals with less 
income and less education have worse self-rated health overall, but even those with 
excellent perceived health still have more problems than those with higher levels of 
income and educations. Conversely, higher-SES individuals have betteFSRH, but when 
they do rate their health as poor, it is likely that they have fewer total problems than 
someone with lower SES. This is especially true in the United States. The consequences 
for this are twofold. First, by believing one’s health to be better than it is, an individual
might not seek treatment for a problem that could potentially get worse. Second, by
\
believing one’s health to be worse than it is, an individual might seek treatment where it 
is not necessary. This places an undue burden on a healthcare system that has already 
been stretched too thin.
The United States spends more money per capita on healthcare than any other 
country in the world, and yet its citizens are nowhere close to being the world’s healthiest 
(Anderson et al. 2005; Nolte and McKee, 2008). Individuals are ineligible for Medicaid 
(government-sponsored healthcare) unless their income falls to a certain level. And yet 
failure to pay medical bills is the leading cause of bankruptcy (Dalen, 2009). It is only
86
)
once people hit “rock bottom”, so to speak, that the state steps in. By taking a more 
preventative approach and ensuring that everyone has access to healthcare as soon as it is 
needed, the U.S. can stave off chronic illnesses and more inexpensively control the 
illnesses that do arise. Canada, too, could take further steps to improve the health of its 
citizens. Welfare state policies can help alleviate some of the burden faced by those at
i ’
the bottom by making healthcare more affordable, whether through discounted drugs, 
doctors’ visits, or reimbursements for work missed. They can additionally provide 
support through work-based policies such as maternity, disability, or family leave. These 
support health through more indirect means.
, Further research needs to reproduce similar studies in other populations, such as 
First Nation members or recent immigrants. These groups, too, may have differing health 
perceptions, and different ways of approaching healthcare. Research should also take a 
more qualitative approach in order to gain a more nuanced perspective. Much of the data 
here was collected quantitatively, allowing little room for individuals to express the 
thought processes going on when they make healthcare decisions. This insight might 
allow for more detailed questionnaires as well as healthcare programs that are more 
aligned with their audience. Finally, we need to have a better understanding of the social 
processes surrounding these health judgments. We know that culture does in fact shape 
how we perceive our health, but we do not yet understand precisely how this works. 
Research should focus on not only who individuals compare themselves with, but also on 
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